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It is an old observation that when patients suffering from 
rheumatoid arthritis develop jaundice there may be a remark- 
able improvement in the condition of the joints (Still, 1897 ; 
Wishart, 1903; Hench, 1938), but until jaundice could be 
induced without undue risk to life it was difficult to study this 
phenomenon systematically. Attempts to imitate the condition 
by the intravenous injection of bile salts and bilirubin 
(Thompson and Wyatt, 1938) failed to reproduce the effects 
observed in the naturally occurring disease, but in 1944 
MacCallum and Bradley reported remissions in 6 patients who 
had been successfully inoculated with material from cases of 
infective hepatitis. S.nce then we have induced infective 
hepatitis and homologous serum jaundice in 29 patients. The 
present paper contains a report of the results obtained in these 
patients and in three of the patients referred to by MacCallum 
and Bradley who were under our care in Oxford. 

Jaundice is not easy to induce and is not entirely without 
risk. Before accepting volunteers care was taken to explain 
to them the experimental nature of the treatment and the risks 
involved. Emphasis was laid on the uncertainty of the benefit 
to be derived, and it is perhaps some indication of the courage 
and the present hopeless state of the rheumatoid subject that 
large numbers of patients were anxious to take part in the 
experiment. The work was carried out at several different 
centres, and, as it was impossible to foretell which patients 
would develop jaundice, only the simplest type of pilot investi- 
gation was undertaken. Our intention was to discover whether 
remissions in the joint condition occurred often enough to 
jusufy a more detailed study of the phenomenon at a later date. 

From time to time batches of dried serum have produced 
jaundice when used for transfusion purposes. A small amount 
of such serum injected subcutaneously will produce jaundice 
in a high percentage of cases (Bradley, Loutit, and Maunsell, 
1944). This method of inducing jaundice could have been 
used for all cases, but when planning the experiment it 
appearec to have two disadvantages. The first was the long 
incubation period, averaging nearly 100 days. The second was 
the fact that jaundice is sometimes unduly sevefe when the 
disease is induced in this way. At first, therefore, we attempted 
to transmit the disease with material from cases of infective 
hepatitis and. in order to discover the route with the shortest 
incubation period, we inoculated patients by the nasopharyn- 
geal route as well as by parenteral injection. Unfortunately 
many of these attempts proved unsuccessful and only a small 
percentage of the patients developed jaundice. Later in the 
experiment we used icterogenic serum and induced jaundice in 
a high proportion of cases. The severity of the hepatitis pro- 
duced in this way was no greater than in the previous cases, 
and the effect on the rheumatoid arthritis was essentially 
similar. Details of these expériments, in so far as they concern 
the transmissibility of infective hepatitis and homologous 
serum jaundice, will be discussed elsewhere. 


* With a grant from the Medical Research Council. 


All the patients had received other forms of treatment in 
the past... Several had responded to gold but had lately either 
become insensitive to this or had developed toxic reactions. 
Others had had spa treatment, vaccines, salicylates, or physio- 
therapy. So far as was possible only patients who had recently 
failed to obtain benefit from these treatments were included 
in the present investigation. At first no patient who had 
received gold injections during the previous six months was 
allowed to take part, but later this period was reduced to three 
months. After inoculation patients continued to have physio- 
therapy and aspirin, but no other treatment was allowed. 


Details of the Investigation 


The patients were all suffering from polyarticular arthritis of 
the rheumatoid type. They were arranged in four groups 
according to the classification of rheumatoid arthritis suggested 
by Sclater in 1943:—Group I: Periarticular swelling and stiff- 
ness, but only slight limitation of movement. Group II: 
Periarticular swelling and more marked limitation of movement 
than in Group I, but no evidence of ankylosis; still capable 
of employment. Group III: Fixation of joints and flexion 
deformities; either inability or great difficulty in continuing 
employment. Group IV: Gross deformities and severely 
crippled: usually bedridden and unable to walk. 

Only 32 of the 312 patients inoculated developed jaundice. 
Ten were in Group J, five in Group II, eleven in Group III, 
and six in Group IV. Their ages ranged from 22 to 61 years. 
and there were 24 females and 7 males. The severity of the 
hepatitis induced was variable. In the mildest cases jaundice 
lasted only one week, and in the most severe it persisted for 
45 days. The disease ran its usual course, and in most cases 
a few days of anorexia, vomiting, and low-grade pyrexia 
preceded the appearance of jaundice and biliuria. The liver 
became enlarged and tender in most cases, and in two the 
spleen was palpable. Persistent vomiting was a troublesome 
complication in some of the severely ill patients; fleeting 
erythematous rashes were, seen and petechial haemorrhages 
occasionally occurred. Maximum serum bilirubin values 
ranged from 2 to 19 mg. per 100 c.cm. One patient had a 
recurrence of jaundice two months after her first attack ; 
otherwise convalescence was uneventful. 

All the patients who were inoculated were kept under 
observation for at least six months. During this time occasional 
minor fluctuations in the arthritis occurred among the subjects 
who failed to develop jaundice, and two patents had a genuine 
remission. This was ascribed by the patients to the inocula- 
tion they had received, but there was in fact no evidence to 
support this view. One remission may have been due to a 
recent course of gold injections. The other patient began to 
improve immediately afier she received her inoculation. 

In the cases successfully inoculated an interval which varied 
from 27 to 131 days elapsed between the day the tmoculation 
was given and the day jaundice appeared. During the incuba- 
tion period there was no radical change in the rheumatic 
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condition, but with the appearance of jaundice dramatic 
improvement was noticed in many of the patients. In one 
instance this improvement began three days before jaundice 
was detected, in 8 it started on the first day, in 13 within the 
first ten days of -jaundice, and in 3 after the first two weeks. 
One patient was exceptional in that all the affected joints 
became more painful during the attack of hepatitis, but imme- 
diately after recovery all pain and stiffness disappeared. She 
has remained free from symptoms since—a period of over three 
months. 

The remissions, which were temporary, have been classified 
as follows: 


A. Complete.—Ten patients became completely free from pain in 
all joints. Periarticular swelling disappeared and free movement was 
restored except where this was limited by permanent deformity. 

B. Marked Improvement.—Eight patients became free from pain 
in many but not all affected joints. Periarticular swelling diminished 
and there was greatly increased mobility. 

C. Slight Improvement.—Seven patients obtained some relief of 
pain and swelling with increased movement, but this was less marked 
than in Group B. : 


D. No Change.—In 7 patients the joint condition was unaltered. 


In Groups A and B the amelioration in the joint condition 
was remarkable. Disappearance of pain and swelling was 
quickly followed by increase of power and range of'movement 
in the affected joints. These changes were observed in both 
the larger and the smaller joints, but they were perhaps most 
pronounced in the fingers. One patient whose fingers had been 
locked for two years was able to move them on the third day 
of jaundice. Thereafter the swelling rapidly subsided, and by 
the sixth day she had full and painless movement of her 
fingers. Three other patients were able to wear their wedding- 
rings for the first time for several years. In Group C the joint 
changes were less obvious, but there was considerable sub- 
jective improvement. Two patients who had had constant 
pain and were unable to turn over in bed found that within 
a week of the onset of jaundice they could move freely and 
painlessly, and thereafter their general condition improved 
considerably. Details of the 32 cases are given in the 
accompanying Table. 


The Results of Induced Jaundice in 32 Patients with Rheumatoid 
Arthritis. For Clue to the Roman Numerals recording 
the Rheumatic Status, see Text 


| | Maxi- | | 


| 
Period of | mum |Duration| (mm. per hour) 

Age |Rheuma-| Status | Optimal | Serum of | 

and | (Sclater’s Improve-, Bilirubin) Jaun- 

Sex | arthritis] Classifi- ment | (mg. dice = |During| After 

| (years) cation) (days) (days) 
| 
(A) Complete remission: 
41 F 14 7 14 25 | 36 38 2! 
48 F 1 mn | 2 10 24 | 27 13 40 
47 F 4-5 WW | 28 18 21 | 49 11 64 
23 F 9 il 28 6 28 | 26 18 _ 
30 F 0:5 I 30 4-2 4 7 
50 F 1 Ill 34 6-4 27 20 15 42 
35 F 3-5 I | 39 6-4 16 6 16 6 
42 F Il 71 14 25 34 
42 F 8 II 93 18 46 12 10 15 
41 F 6 Wl 934 21 18 24 
(B) Considerable improvement : 
S4F | 4 IV 20 6 | 16 32 19 77 
4 4 : 23 23 8 25 
56M. 12 IV 31 8 33 31 4 37 
52M | 7 II 37 10 38 7 17 30 
48F\ 7 il 40 13 54 35 6 45 
STF I 10 Hl 58 10 32 30 15 20 
78 3 40 10 7 9 
(C) Slight improvement: 
46 F 10 Il 7 4 14 8 14 9 
43M 6 1V 25 12 18 42 8 25 
58 F ‘| IV 32 10 30 45 12 40 
29F | 10 ll 35 6 21 20 10 38 
$2 F I 56 4:5 30 5 — 10 
39M 12 Il 85 4 35 — 35 
61M IV 154 -+ 4-5 40 34 34 63 
(D) No improvement: 

23 F 0-5 

50 M 5-6 IV | 0 15 40 | 25 10 38 
29 F 7 1 | oO 8 | 13 | 10 | 10 
33F 8 4 |i2and7) 23 | 35 
S8F 10 Wi | 0 6 0 | 20 = 
43F ! 10 I 0 3 = 


The following case histories illustrate the changes observed. 


Case I (Sclater Group II; Type A Remission) 


Housewife aged 42. 1936:—-Pain and swelling in ankles and 
shoulders. 1940:—AIlI joints affected. Unable to work. Course of 
bee venom injections without improvement. 1943-4:—Gold therapy, 
with gradual improvement. Able to do light housework. 

Dec. 20, 1944.—All joints painful. Swollen interphalangeal joints. 
Grip weak. Extension of elbows limited by 50°. Knees swollen. 
Flexion to 45° only. Ankles swollen; only 5-10° of movement. 
E.S.R., 12 mm. Serum bilirubin, 0.25 mg. per 100 c.cm. Inocula- 
tion with nasal washings from case of homologous serum jaundice. 

March 30, 1945.—Anorexia, vomiting, icteric sclera. Joint condi- 
tion unchanged. 

April 8.—Appetite improved. Joints less painful. No swelling 
of fingers; grip. Elbows—full extension. Knees still painful; 
flexion to 80°. Ankles—no swelling; -full range of movement 
E.S.R., 10 mm. Serum bilirubin, 18 mg. per 100 c.cm. 

April 12.—All joints free from pain and swelling. Knee flexion ‘o 
90°. Other joints—full range of movement. 

June 18.—Well. Able to do all her own housework. Full pain, 
less movement of all joints. P 

July 16.—Recurrence of pain, with swelling and limitation of move- 
ment in one finger of left hand; otherwise all joints remain satis- 
factory. E.S.R., 1S mm. 


Case II (Sclater Group HI; Type A Remission) 


Housewife aged 47. 1940:—Pain and swelling in feet and hands. 
1942 :—Exacerbation, with involvement of all joints. Temporary 
remission following gold. Two further courses of gold, with no 
improvement. Unable to work for three years. 
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Case Il. Diagram to show the relation between the E.S.R., 
serum biiirubin, and the temporary remission of the rheumatoid 
arthritis. 


Nov. 7, 1944.—Ambulance case. Walks a few steps with difh- 
culty. Gross flexion deformity of hands; swollen wrists, minimal 
movement of these joints. Feet swollen and painful... Moderate 
limitation of movement at shoulders, elbows, and knees. Right knee 
swollen. E.S.R., 49 mm. in 1 hour. Plasma bilirubin, 0.2 mg. per 
100 c.cm. 0.5 c.cm. icterogenic serum given by subcutaneous 
injection. 

Dec. 28.—Severe backache.” Nausea. Non-irritating rash on arms 
and legs. Joint condition unchanged. E.S.R., 35 mm. _ Bilirubin, 
0.5 mg. per 100 c.cm. 

Jan. 2, 1945.—Vomiting, giddiness, and abdominal pain. Rash 
fading. Jaundiced sclera. Liver palpable and tender. Movements 
in right hand improved. Onset of pain in temporo-mandibular 
joints. Other joints is.q. E.S.R., 11 mm. Bilirubin, 6 mg. per 
100 c.cm. 

Jan. 5.—Lying comfortably in bed. No nausea. Appetite good. 
Jaundiced. Considerable relief of pain in all joints except right 
knee and jaw. Increased range of movement in fingers. No im- 
provement of wrist movements. Bilirubin, 16 mg. per 100 c.cm. 
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Jan, 16.—Feels well. Still jaundiced. No pain except in right 
knee. Moves easily in bed. Full range of movement in hands and 
wrists. No visible swelling in any joint. E.S.R., 50 mm. Bilirubin, 
18 mg. per 100 c.cm. 

Jan. 23—No symptoms. Jaundice almost faded. Complete re- 
lief of pain. Walking freely and using hands. Full range of move- 
ment in all joints. E.S.R., 52 mm. Bilirubin, 3 mg. per 100 c.cm. 

Feb. 23—Home doing housework for 5 weeks. Slight recurrence 
of pain in finger-joints 3 weeks ago. Since then pains in neck and 
left arm. Still free from pain in legs and shoulders. E.S.R., 52 mm. 

April 25.—Steady deterioration in joint condition during last 
2 months. Now no better than before jaundice. E.S.R., 64 mm. 


Case III (Sclater Group IV ; Type C Remission) 

Ex-coalminer aged 56. 1932:—Pain and stiffness in the hands, 
1940:—All joints affected; had to give up employment. 1943:— 
Gold therapy; discontinued because of generalized oedema. 

Nov. 7, 1944.—Constant pain, unable to move in bed. ‘Wrists 
ankylosed and painful. Wasting of interosseus muscles; swelling 
and limitation of flexion of finger-joints. Knees and ankles painful; 
full range of movement but great loss of power. E.S.R., 30 mm. 
Serum bilirubin, 0.2 mg. per 100 c.cm. Inoculation with 0.5 ¢c.cm. 
i¢lerogenic serum. 

Jan. 13, 1945.—Nausea, vomiting. Jan. 18.—Jaundiced; joints 
less painful. 

Jan. 22.—Anorexia. Deeply jaundiced. Liver enlarged. Moving 
freely in bed. All joints except feet free from pain. Range of 
movement and swelling of joints unaltered. 

Feb. 8—Up and about. Eating well. Wrists painless. Occasional 
pain in feet. 

April 28.—Subjectively very well. Joint pain and _ swelling 
gradually returning. E.S.R., 37 mm. 

The degree of improvement seemed to be influenced more by 
the duration of the rheumatoid arthritis than by the severity 
of the jaundice, but the number of cases is small and the 
difference is not statistically significant. Twelve patients had 
had the disease for less than 5 years. Of these, 6 had com- 
plete remissions, 4 had some relief, and only 2 failed to 
improve. Twenty patients had suffered from rheumatoid 
arthritis for over 5 years. Of these only 4 had complete remis- 
sions, 11 had some improvement, and 5 obtained no relief. 

Twelve patients developed a maximum serum bilirubin of 
over 9 mg. per 100 c.cm. Of these, 4 had complete and 6 
partial remissions, while 2 failed to improve. Twenty patients 
never had more than 8 mg. per 100 c.cm. serum bilirubin. Of 
these, 6 had complete and 9 had partial remissions, while 5 
obtained no relief. There is no statistical difference between 
these results. 

In most cases the period of optimal improvement was short. 
but it was often several months before the joints reverted to 
their pre-icteric condition. In Group A (complete remission) 
the average period of complete freedom from pain was 44 days. 
the longest time being 93 and the shortest only 7 days. In the 
cases with an incomplete remission the period of greatest relief 
averaged 41 days, the longest period being 154 and the shortest 
7 days. 

The Erythrocyte Sedimentation Rate 

In rheumatoid arthritis the E.S.R. provides an index of the 
activity or quiescence of the disease process. In_ infective 
hepatitis it has been shown that the E.S.R. is higher in the 


‘pre- and post-icteric stages of the disease than it is when jaun- 


dice is present. It is therefore probable that when a patient with 
rheumatoid arthritis develops infective hepatitis the E.S.R. no 
longer reflects the joint condition alone. 

Changes in E.S.R. were observed in some of our cases. In 
14 there was an abrupt fall shortly after the appearance of 
jaundice, in 7 there was no change, and in 4 the E.S.R. was 
raised. Two or more months after the recovery the E.S.R. had 
fallen below the pre-icteric level in 5 cases, in 7 it was un- 
changed, and in 15 it was well above its original value. 
These alterations were not apparently related to changes in the 
clinical status of the rheumatoid arthritis. The early fall 
occurred in patients who failed to benefit from the intercurrent 
jaundice as well as in those who obtained relief. At the time 
of the late rise in sedimentation rate only a few of the patients 
had relapsed; in 6 cases the joints were still much better than 
they had been before jaundice was induced, in 5 they were 
essentially unchanged, and in 4 they were worse than they 
had been before inoculation. 


Somewhat similar changes in E.S.R. have been observed in 
tuberculous patients who develop infective hepatitis. Penman 
(1943) recorded an epidemic in a sanatorium in which all the 
patients showed a remarkable fall in E.S.R. while jaundiced. 
In his cases the E.S.R. had returned to its pre-icteric value 
within a month of recovery from the intercurrent infection. 


Discussion 

The natural course of rheumatoid arthritis is so variable that 
it is difficult to assess the value of any remedy which produces 
only temporary benefit. But the fact that only two of the 
patients who failed to develop jaundice had a spontaneous 
remission during the period of observation, whereas 10 of the 
32 who were successfully inoculated became completely free 
from pain and 15 showed some improvement, suggests that 
the two events are related. Some change which occurs 
during the course of infective hepatitis must exert a favour- 
able effect on the joint condition, but as to the nature of this 
change we have as yet no clue. 

Hench (1938), who analysed all the cases in the literature 
and observed this phenomenon in many of his own patients, 
came to the conclusion that the improvement obtained was 
related to the intensity of the jaundice, and that below a 
threshold value of 8 mg. per 100 c.cm. serum bilirubin little 
improvement was to be expected. Our results do not confirm 
this view, and the fact that Thompson and Wyatt (1938) failed 
to. produce remissions by artificial hyperbilirubinaemia 
suggests that- the jaundice owes its effect to something more 
than the mere accumulation of bile in the blood stream. 

The changes in the E.S.R. which occur in infective hepatitis 
have already attracted considerable attention. The view has 
been expressed that the inhibitory effect which is present while 
the patient is jaundiced may be due to an increase of bile salts 
in the blood (Miles, 1945). Recent work, however, has shown 
that the blood level of free and conjugated cholic acid in 
infective hepatitis is very little raised. In the 22 cases studied 
by Sherlock and Walshe (personal communication) it never 
approached the leve!s required to produce the retardation 
obtained in the in vitro experiments of Miles. The E.S.R. is 
known to be affected by minute changes in the protein com- 
position of the fluid in which the red cells are suspended 
(Gordon and Wardley, 1943), and a temporary rearrangement 
of the blood proteins undoubtedly occurs in the early weeks 
of infective hepatitis (Gray and Barron, 1943). Whether such 
a change is capable of exerting a favourable effect on arthritic 
conditions is still unknown, but further investigations might 
reveal some relation between these changes and the temporary 
improvement in the joints. 

The remissions which are induced in rheumatoid arthritis by 
an attack of jaundice are striking, and show that the disease 
is capable of undergoing considerable regression. They are 
unfortunately temporary, and treatment of rheumatoid arthritis 
by jaundice cannot be recommended for general use. Though 
the immediate improvement is more dramatic the long-term 
results are inferior to those of gold. Only in the field of 
research is the induction of jaundice in patients with rheumatoid 
arthritis justifiable. Here it provides an opportunity of pro- 
ducing a remission under controlled conditions and the possi- 
bility of analysing the mechanism by which it is produced. 


Summary 

Jaundice was induced in 32 patients with rheumatoid arthritis, 
and temporary improvement in the latter condition was obtained in 
25 cases. 

The remissions were unequal in degree and of short duration. 
Ten patients became completely free from pain and swelling, and 
15 showed some improvement. The average period during which 
optimal improvement was observed was 42 days, but a longer time 
elapsed before the joints reverted to their pre-icteric condition. 

Complete freedom from pain and swelling was obtained more 
often in patients who had had rheumatoid arthritis for less than 
5 years than in those who had had it for more than 5 years. 

There was no definite relationship between the intensity of the 
jaundice and the type of remission evoked. 

In many cases a fall in the E.S.R. was noticed during the icteric 
phase. This was followed by a rise to a level above that recorded 
before jaundice was induced. These changes did not necessarily 
correspond to changes in the joint condition. A similar phenomenon 
has been observed when patients with active tuberculosis develop 
infective hepatitis. 
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_The suggestion is put forward that improvement in the joint con- 
dition and the changes in the E.S.R. may be related to changes in 
the plasma proteins, but no evidence is available to support this 
view. 


The induction of jaundice in rheumatoid arthritis is justifiable only 
as a research measure. Its aim is to identify the substance or 
mechanism responsible for the remission of the joint condition and 
ultimately to reproduce this mechanism by other less dangerous 
methods. 


This therapeutic trial was carried out with the support of the 
Jaundice Committee of the Medical Research Council. Many of 
the investigations were made at centres other than Oxford, and we 
are indebted to the staff and management of the Royal Sheffield 
Infirmary and Hospital, the City General Hospital, Sheffield, the 
Montagu Hospital. Mexborough, and the Liverpool Royal Infirmary, 
for providing unique facilities and help. It would have been im- 
possible to carry out the work unaided, and we wish particularly 
to acknowledge the friendly co-operation and help of Prof. Barnes 
and Prof. Wayne, Dr. Abercrombie, Dr. Imrie, Dr. Barrie, and 
Dr. Brodie, of the Royal Sheffield Infirmary and Hosnital; Dr. Clark 
and Dr. Milne, of the City General Hospital. Sheffield; and Prof. 
Henry Cohen and Dr. Simonds of the Royal Infirmary, Liverpool. 
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ACUTE NON-SPECIFIC MESENTERIC 
LYMPHADENITIS 


BY 
IAN AIRD, Ch.M., F.R.C.S.Ed. 


(From the Department of Surgery, University of Edinburgh, and the 
Royal Edinburgh Hospital for Sick Children) 
Although often described in British, American, and other 
medical literature, acute non-specific mesenteric lymphadenitis 
has found no general acceptance as one of the commonest 
causes of acute abdominal pain in children and as an occasional 
puzzling affection of adults. As a rule the term 1s omitted from 
the index and text not only of surgical manuals but even of 
encyclopaedic reference works, and there are hospitals in 
which all inflammatory enlargements of abdominal lymphatic 
glands are presumed to be tuberculous. If the condition is 
mistaken for acute appendicitis, as it frequently is, no great 
harm is done; it may be wise to sacrifice accuracy for safety. 
Material injustice may be caused, however, if the disease is 
wrongly labelled tuberculosis: the patient’s medical record is 
distorted, relatives are subjected to unnecessary anxiety, and 
later the premium for a life insurance policy may be loaded. 
Acute non-specific mesenteric adenitis is commoner in_ this 
country now than is acute abdominal tuberculosis; during 
last year the incidence of the disease has increased, and in my 
charge in the children’s hospital there have been admitted 
during the year 37 patients suffering from non-specific adenitis, 
as compared with 83 suffering from acute appendicitis and four 
suffering from abdominal tuberculosis. These figures are only 
very roughly approximate; they underestimate the incidence 
of non-specific adenitis in children: a considerable number of 
children in whom a diagnosis of non-specific adenitis has been 
made in the out-patient department have not been admitted. 

but have confidently been allowed to go home. 


Pathological Features 

To the previous description of Wilensky (1920), Foster (1938), 
Klein (1938), and others there is little to add. The mesenteric 
glands—juxta-intestinal along the mesenteric attachment of the 
lowest few feet of ileum, intermediate along the ileal arteries, 
and terminal on the main superior meserteric trunk—are 
discretely enlarged. The first or the last of these groups may 
be involved alone, or all three groups may suffer together. 
The anterior and posterior caecal and the ileo-colic glands may 
or may not be simultaneously affected. The juxta-intestinal 
glands are predominantly involved in early stages of the disease ; 


early in an attack they may be pink in colour, but usually they 
are found to be white. The intermediate and terminal glands 
are predominantly affected in later stages of the disease ; they 
seem always to be white in colour. The enlarged glands are 
soft and juicy at first, elastic later, and finally quite hard ; it is 
uncertain whether calcification ever occurs in non-tuberculous 
adenitis. Suppuration has been recorded in the mesenteric 
glands, but usually as a result of specific bacterial infection. 

The leaves of the mesentery, and, if the terminal superior 
mesenteric glands are involved, the adjacent peritoneum of the 
posterior abdominal wall, may be congested. The peritoneum 
of the anterior abdominal wall is nearly always unaltered; 1 
have found it slightly inflamed only once, in an adult. The 
ileum, and sometimes the caecum and appendix as well, may 
show serous hyperaemia, and sometimes a palpable oedema of 
the whole thickness of the bowel wall. This inflammatory 
appearance of the intestine is commonly found only during 
earlier attacks of the cisease. Seldom of more than slight 
degree, it may be absent even in a first attack ; it may affect 
a considerable length of lower ileum, or several discrete 
stretches of bowel, or only one short segment; or it may be 
restricted merely to palpable thickening of Peyer’s patches. 
Frequently, with or without an inflammatory appearance of the 
bowel, there is a small quantity of clear fluid free within the 
peritoneal cavity. 

Histologically the glands present a non-specific hyperaemia 
and cellular hyperplasia. In my experience, glands removed 
at operation, and free fluid from the peritoneal cavity, prove 
sterile on culture and on animal incculation. 


Symptoms 

The history is not particularly characteristic. The patients, 
more often male than female, are usually children beyond the 
years of infancy, but the condition has been recorded at 10 
months and at 70 years of age; the extremes in my own series 
have been 3 and 39 years. The pain is essentially a general 
abdominal colic, often of extreme severity, and more intense 
and alarming than the initial colic of appendicitis in childhood. 
Between spasms of colic there is entire freedom from pain, and 
the patient is happier and livelier between spasms than is any 
patient who harbours an inflamed appendix. Even during the 
actual attack of pain the patient moves freely always, and 
violently sometimes, with a constant changing of position 
which would be unusual in acute appendicitis. As in appendi- 
citis, when the patient who has given a history of generalized 
abdominal pain is asked to indicate the site of most intense 
pain, he points to the right lower quadrant. In contrast to the 
patient with acute obstructive appendicitis, however, he cannot 
locate the site of maximum pain precisely, but indicates an 
ill-defined area on the right side. When first seen by a doctor, 
four out of five patients tell of a previous attack, and most 
have had more than one previous attack of an almost precisely 
similar character. Nausea, usually with vomiting, accompanies 
one at least of the initial attacks. Diarrhoea is exceptional. 
There has quite often been a recent sore throat or other upper 
respiratory infection. 

Signs 

Clinical examination provides no more specific evidence 
than does the history. The patient may seem little affected, 
except by pain, or may be flushed and obviously fevered, or 
pale ; he is seldom or never prostrated or ominously motionless, 
and during the examination limb and body movements occur 
normally. If taken early in an attack, ihe temperature is 
elevated to 101° or even substantially higher, and on the first 
day also there is an almost invariable leucocytosis of 15,000 
to 20,000, with 80°. or more of granular cells. As a ruie the 
white count falls again on the second day—its elevation 1s 
quicker, higher, and shorter-lived than in acute appendicitis. 
A bright-red pharyngitis is a not unusual concomitant of non- 
specific mesenteric adenitis, but neither its presence nor its 
absence is highly significant, for in more than 70% of my cases 
pharyngitis has not been detected, and acute pharyngitis some- 
times closely precedes acule appendicitis. 

On abdominal examination, tenderness is elicited in the right 
iliac fossa, higher and more medial than the usual tenderness 
of acute appendicitis. The lowest limit of tenderness is just 
below and to the right of the umbilicus. When the terminal 
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(superior mesenteric) glands are widely involved a band of 
tenderness may be outlined as it extends upwards and to the 
left towards and sometimes just beyond the midline of the 
epigastrium. The right lower abdominal muscles are nearly 
always in slightly higher tone than their fellows of the opposite 
side, but rigidity is not maximal or, if it is, the muscles soften 
perceptibly under continued gentle pressure. Rebound tender- 
ness is not unusual, particularly if the leaves of the mesentery 
are inflamed, or the serosa of the bowel. I have never elicited 
pain in the right iliac fossa by palpation of the left. One sign, 
“ shifting tenderness,” is said to be pathognomonic ; certainly 
its presence is most suggestive, though its absence is not signifi- 
cant. To elicit shifting tenderness the site of maximum 
tenderness is located while the patient lies supine ; the position 
is then changed to the left lateral, and after a few minutes, 
if the sign is present, the point of maximum tenderness will be 
found to have moved leftward to or beyond the midline. The 
sign depends upon postural displacement of the lower ileum 
with its mesentery, and is elicited only if the juxta-epiphysial 
glands are inflamed. Rarely it may be positive early in acute 
appendicitis if the caecum is highly mobile. 

The enlarged glands are seldom palpable, even those at the 
root of the mesentery fixed against the background of the 
posterior abdominal wall, and free fluid is not often of sufficient 
amount to te detected by percussion. 

It would be easy to elaborate degrees and varieties of acute 
mesenteric lymphadenitis, based on the severity of the symptoms 
and on the gland groups affected, but any too detailed classifica- 
tion is artificial, for degrees and varieties merge imperceptibly 
into each other, and a single patient may manifest at different 
times all degrees of severity, all combinations of symptoms and 
signs, and, in cases submitied to more than one operation, 
more than one variety of pathological picture. A chronic form 
of the disease has been described, but seldom has any kind 
of continued and prolonged ill-health been proved to be due 
to non-specific adenitis. In this disease attacks are commonly 
recurrent, but they are separated by periods of a few months’ 
freedom from discomfort: persistent ill-health and frequently 
recurring fever and pain, with constant abdominal discomfort. 
have been found to be due nearly always to tuberculous rather 
than to non-specific adenitis if laparotomy has finally offered 
an opportunity for biopsy. 


Differential Diagnosis 

Safety demands that acute appendicitis be distinguished from 
lymphadenitis ; justice and accuracy demand that non-specific 
be distinguished from tuberculous adenitis. Other causes of 
abdominal pain, numerous though they are, offer less difficulty 
in differentiation. 

Confusion with appendicitis is less likely to occur in practice 
than seems possible when the symptoms and signs of the two 
conditions are compared on paper. The sharp spasms of colic 
with complete or almost complete freedom from pain between 
them, the rolling and kicking of the child in an attack, the 
high and medial situation of the tenderness, the absence (if it 
is absent) of rebound tenderness even at the point of maximum 
tenderness, the presence (if it is present) of shifting tenderness, 
the relaxation under steady pressure of apparently rigid 
muscles, and the history of previous typical recurrent attacks, 
if these have occurred, all inspire confidence in a negative 
diagnosis of “this is not appendicitis” even if they fail to 
suggest the positive diagnosis of non-specific mesenteric 
adenitis. If such a pathological condition did not exist it would 
almost be necessary to invent it as an answer to the question, 
“Tf it is not appendicitis, then what is it?” If the term “ non- 
specific mesenteric adenitis” is adopted for official record 
purposes, in any charge, five important sequels are observed, 
and cannot be entirely ascribed to misguided and indiscriminate 
enthusiasm : 

(1) The syndrome of non-specific mesenteric adenitis is found to 
lose the vagueness of its verbal description. 

(2) A considerable number of patients are found suitable for 
inclusion in the adenitis group. 

(3) Acute appendicitis can be excluded with greater certainty and 
with less anxiety. 

(4) Substantially fewer normal appendices are removed. 

(5) The incidence of ‘* mural appendicitis ’’ and ‘* non-obstructive 
appendicitis falls. 


That there is no danger in attempting to distinguish appendi- 
citis from lymphadenitis has been shown in my own charge ; 
during the past two years only three children suffering from 
non-specific mesenteric adenitis have been mistakenly subjected 
to appendicectomy, yet the converse error—delay in removing 
a diseased appendix due to a misdiagnosis of mesenteric 
adenitis—has not occurred. 

Differentiation of non-specific from tuberculous mesenteric 
adenitis is not always easy. In the latter condition leucocytosis 
is usually absent throughout, the abdominal wall is almost 
completely lax, enlarged matted glands are usualiy palpable, 
and pain or at least discomfort is more constant between 
attacks. If operation is not performed, and doubt exists, it is 
not only more accurate, but it serves better the interest of 
patient and of community, to regard the condition as non- 
specific unless there is clear evidence of tuberculosis elsewhere 
—in neck or chest, for example. If the question arises at 
operation, a diagnosis of tuberculosis is justifiable only if 
surface tubercles are seen, or if the glands are matted and partly 
caseous, or if the tuberculous nature of the condition is proved 
by biopsy. 

Other forms of mesenteric gland enlargement seldom produce 
acute abdominal symptoms. At operation, malignant glands 
can usually be recognized by their character. In lymphadenoma 
and infectious mononucleosis glands elsewhere in the body are 
simultaneously enlarged. Even so, it is wise in non-specific 
adenitis to carry out a differential white count and the Paul- 
Bunnell test. 

Pathogenesis 

It might be argued that the causes of mesenteric gland 
enlargement are so numerous that this condition cannot be 
regarded as a pathological entity, yet the clinical features are 
so commonly repeated in characteristic combination, and are 
associated with such uniform pathological appearances, that 
in the light of our present knowledge it would seem expedient 
to regard the disease as clinically and pathologically distinct, 
even if it should be proved in the future to be due to more than 
one cause. 

The appearances in the glands, and more especially the 
appearances, when they are present, in the wali of the intestine, 
are those of acute inflammation, and strongly suggest a response 
to infection (Stephens, 1938). It would be unjustifiable, how- 
ever, to class the condition as an enteritis, for at operation the 
glandular enlargement is invariable, whereas the appearances 
of inflammation in the bowel, at least from its serious aspect, 
are exceptional. Foster (1938) and Adams and Olney (1938) 
have suggested that the appendix is the portal of entry to the 
inflamed glands and, admittedly in a few cases but by no means 
in all, the appendix shows the same serous flush as may the 
neighbouring ileum. The appendicular origin of non-specific 
adenitis, however, is difficult to substantiate when it is remem- 
bered that the juxta-ileal glands, predominantly and invariably 
enlarged in the early case of adenitis, are not found enlarged 
at operations for overt appendicular infections (Wilensky and 
Hahn, 1926) unless perforation and peritonitis have super- 
vened: the appendicular lymphatics drain to the ileo-colic 
glands, and thence direct to the terminal superior mesenteric 
group. Felsen (1935) suggested that organisms of the dysenteric 
group might be responsible, but these organisms can rarely be 
cultured from the stool, and Klein (1938) found a positive 
agglutination reaction in only three patients out of 30 tested. 
Tuberculosis can confidently be excluded in most of those cases 
which show no tubercle’ formation to the naked eye, no 
matting, and no caseation, and in which tubercle bacilli cannot 
be isolated from lymph glands or peritoneal fluid, guinea-pig 
injection is negative, and the histological picture is not that of 
tuberculosis. Rosenburg (1937) found a smaller percentage of 
positive tuberculin reaction in patients suffering from non- 
specific mesenteric adenitis than in controls suffering from 
other acute non-tuberculous abdominal conditions. Non- 
specific adenitis has been ascribed to the passage of a hypo- 
thetical virus through the mucosa of the intestine to its 
submucous lymphatic tissue, and thence to the mesenteric 
glands. Some support is lent to this hypothesis by the failure 
to culture bacteria from glands which are apparently the seat 
of acute inflammation. The coincidence or precedence of 
upper respiratory tract infection is an additional argument in 
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favour of a more or less generalized virus infection, though 
most observers find respiratory infection much less common in 
mesenteric adenitis than do Adams and Olney (1938), who 
regard mesenteric adenitis as “a local manifestation of a 
generalized condition from upper respiratory tract infection.” 
A relationship might be suggested between mesenteric 
lymphadenitis and the acute regional ileitis of Crohn. The 
gland enlargement in the mesentery of the affected bowel in 
regional ileitis is identical with that seen in non-specific 
mesenteric adenitis; indeed, it is a non-specific mesenteric 
adenitis. Conversely, an early non-specific adenitis accom- 
panied by a patchy pink inflammation of the serous coat of 
ileum and, more significantly still, by an oedema of all coats 
sharply demarcated from healthy bowel, suggests an early, mild, 
self-limiting regional ileitis; indeed, it is a regional ileitis in 
the widest sense of the term. The identity or diversity of the 
two conditions could be proved only by the demonstration 
of the ultimate cause of one of them or the causes of both. 


Treatment 

Little can be said of treatment. Appendicectomy is specifi- 
cally advised by some. Foster (1939) claims that if appendi- 
cectomy is performed patients seldom report a return of pain 
after operation, but that those treated conservatively usually 
complain of recurrence. His argument is not conclusive, 
however, for abdominal pain is always regarded more anxiously 
by a child’s parents if the appendix is present than if the 
appendix has been removed. Abdominal pain of any kind 
except the most severe, occurring after appendicectomy, 
seldom brings a child to his doctor. Rosenburg (1937), in 
a careful follow-up, finds that two-thirds of the patients 
treated by appendicectomy for non-specific adenitis do in fact 
have a recurrence of pain after operation. My own experience 
is similar to that of Rosenburg and of Adams and Olney in 
that it gives no reason to believe that appendicectomy affects 
the course of the disease, which in any case is self-limiting and 
from which ultimate recovery seems to be invariable. 


Summary 
The desirability is argued of recognizing acute non-specific 
mesenteric lymphadenitis as a clinical and pathological entity. 
The frequency of this condition is compared with that of acute 
appendicitis and of tuberculous mesenteric &denitis. 
The pathological features and the distribution of affected glands 
are described. 


The possibility of a pre-operative diagnosis is discussed, and the - 


diagnostic value of such signs as localized tenderness, rebound tender- 
ness, and shifting tenderness is assessed. E 
The evidence supporting various hypotheses of pathogenesis is 
weighed, and virus infection is accepted as the most probable cause 
of the condition, in spite of a present lack of full bacteriological 
proof. 
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The Ministry of Health has sent to port health and riparian 
authorities in England and Wales a circular letter enclosing the new 
Port Health Amendment Regulations, 1945, which have been made 
by the Minister under the Public Health Act, 1936, and will come 
into operation on Dec. 1. Their purpose is primarily to give effect 
to the provisions of the International Sanitary Convention, 1944, 
so far as those provisions affect the Port Sanitary Regulations, 1933. 
This convention, modifying the International Sanitary Conventions 
of 1926 and 1938, has recently come into force following its signa- 
ture by the necessary number of Governments. It is now on sale 
as a Command Paper (Cmd. 6637). The opportunity has been taken 
to introduce some amendments of the 1933 Regulations which ex- 
perience has shown to be desirable and which can, without incon- 
venience, be made at the present time. The form of declaration 
of health has been revised, and it will be the duty of port health and 
riparian authorities to furnish copies of it to the master of every 
foreign-going vessel arriving in England and Wales from a foreign 
port. Other changes in general procedure are intended to clarify 
existing instructions and to tighten control. The new Port Health 
Amendment Regulations are published by H.M. Stationery Office 
at 2d. as Statutory Rules and Orders, 1945, No. 1282. 


THE DIETS OF SCHOOL-CHILDREN IN TWO 


INDUSTRIAL TOWNS 
BY 
E. R. BRANSBY, M.Sc., Ph.D. 
(Ministry of Health) 
AND 


GERTRUDE WAGNER, M.A. 
(Wartime Social Survey) 


[he vitamin-feeding tests made in Ipswich and Glossop in 
1941-2 (Bransby ef al., 1944) included no dietary data to show 
the vitamin intakes obtained from the diets. The studies to 
which this report relates were designed to provide dietary 
information for a sample of the children participating in 
similar feeding tests in two North of England industrial towns, 


A and B. 
Method 


Two dietary surveys were made in both A and B, the first in 
Aug./Sept., 1943, and the second in March, 1944. These two periods 
were chosen because during the former vegetables were relatively 
plentiful and during the latter relatively scarce. Over 5,000 children 
participated in the feeding tests; a random sample of children was 
selected from the school lists for inclusion in the dietary survey. 
Dietary data were collected in March, 1944, only for those children 
for whom such data had been obtained in Aug./Sept., 1943. Data 
were obtained for 426 children in Aug./Sept., 1943, and 289 in 
March, 1944. 

Shortly before the survey began the mothers of the children 
selected for study were sent a letter signed by the medical officer of 
health, asking for their co-operation by recording during one week 
the amount of food eaten by their children. During the week the 
dietary data were recorded each of the co-operating mothers was 
visited at least three times by a field worker of the Wartime Social 
Survey, who checked the dietary data and coliected other relevant 
information. 

The method used for collecting the dietary deta was evolved 
after trials which had shown that it was acceptable to and workable 
by the large majority of a randomly chosen sample of working-class 
housewives. That it proved so is shown by the fact that in the 
Aug./Sept. survey only 22% of the mothers refused to co-operate 
—some of these for unavoidable reasons. All foods, where possible, 
were recorded in ** homely measures.’’ Milk was measured in cup- 
fuls, and the size of the cup was also measured ; bread was recorded 
in slices, and the number of slices cut from a loaf was counted or 
a sample of slices was weighed; standard tablespoons were pro- 
vided for serving such foods as vegetables, breakfast cereals, and 
puddings; standard teaspoons were provided for serving sugar and 
jams. Each mother was also given a poster with illustrations of 
variously sized pieces of meat, cheese, jam tart, and steamed pudding, 
and different-sized potatoes. In addition, the poster included a 
diagram showing the amount of potato to be served in each table- 
spoonful. The amount of food eaten by each child during the week 
was calculated from the number and the weight of units of the 
various foods eaten. Trials have shown that the average intakes of 
nutrients by groups of children found by this method tended to be 
just slightly greater than those obtained by the precise technique of 
Widdowson and McCance (Widdowson, 1936; Widdowson and 
McCance, 1936). 

School Meals.—Special steps were taken to ascertain the amount 
of food provided in the school meals in A and B. For two or three 
weeks immediately before or during each survey period representative 
meals served to children of different ages and attending different 
schools were weighed to determine the amounts of the various foods 
provided. Information was then obtajned on the school meals 
actually provided during the survey period. The total food intake 
of children eating school meals was the sum of the food provided at 
home and that provided at school. For all children, information 
was obtained for the amount of “ school milk ’’ consumed. 

Ascorbic Acid Content of the Diets.—Special attention was given 
to the ascorbic acid content of the diet, because the amount of 
ascorbic acid in vegetables is very variable and because multivitamin 
capsules provided a supplement of 25 mg. a day. It was hoped that 
information on the amount of vegetables eaten and the methods of 
cooking them would enable reasonably accurate estimates to be made 
of the actual ascorbic acid intakes of the individual children. The 
mothers were therefore asked for details of the methods by which 
the vegetables were cooked and the ascorbic acid content was 
estimated from the information provided. The following percentage 
retentions of ascorbic acid in green vegetables were allowed : 

60% retention 
40% ” 

20% 

50% per hour loss 


Cooked in litthe water. 
About half covered with water .. 
Completely covered with water .. 
Length of time kept hot .. 


— 
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For potatoes and root vegetables the factor of 50% retention was 
adopted throughout. In addition, samples of cooked vegetables 
collected from homes and schools were analysed for ascorbic acid 
by Dr. Neil Jenkins. The values found for the different schools 
were applied directly for estimating the ascorbic acid intakes of 
children eating school dinrers. The results of the study of the 
ascorbic acid values of home-cooked vegetables will be published 
separately by Dr. Jenkins. He found that there was good agreement 
between the average values of a number of samples determined by 
analysis and by calculation as described above, but that there was 
little agreement between the two values for individual samples of 
cooked vegetables. 

Standards of Nutrient Requiremcnts——The League of Nations 
(1938) standards of nutrient requirements were used for comparing 
the average nutrient intakes both of groups of children and of 
individual children with their estinrated needs. The age ‘groupings 
used by Magee (1943), whose standards of requirements were based 
on those of the League of Nations, were too wide for the present 
purpose, and standards for yearly age groups were obtained from 
them by interpolation. An estimate was also made of the adequacy 
of the nutrient intakes of the individual children by comparing their 
actual intakes with the estimated requirements of children of the 
same age. The intake of each nutrient was graded ‘“ adequate ”’ if 
it reached the level of the League of Nations standards, “ fair” if it 
was within two-thirds of that standard, and “ poor” if below two- 
thirds. It is appreciated that this method of classification has severe 
limitations because of the wide variation in individual requirements, 
as has been amply demonstrated by Wiehl (1944). 

Standards of “ Cost Coefficients.’—For the purpose of demon- 
strating the dietary intakes at different levels of food expenditure 
the children were grouped according to the ‘‘ food expenditure per 
expenditure unit’ of the families to which they belonged. The 
procedure was as follows. The cost of adequate diets was estimated 
for persons of different ages; the cost of the diet of an adult male 
was reckoned as one expenditure unit and the cost coefficient of all 
other persons was calculated from the relative cost of their diets 
and that of the adult male. The ‘‘ food expenditure per expenditure 
unit’ for each family was obtained by dividing the actual food 
expenditure per week by the number of food expenditure units in 
the family. The standards used are given below. 


Taste 1.—Cost Coefficients (Cost of an adequate diet for an adult 
male was calculated to be 9s. 6d. per week at the time of the surveys) 


Free School 
Full Price* | or National | Free Dinnerst 
Milk 
Adult male 1-00 — 
» female 0:93 
Expectant and nursing “mothers 1:25 1-10 re 
1:05 1:03 0:76 
4. 1:03 1:01 0-75 
7-12 0-82 0-80 0-61 
0-63 0-61 0-38 
3-5 0-52 0-39 
0-40 0:28 


* Includes school and national milk and vitamin concentrates at reduced price 


+ Allowance for school dinners: one-third daily cost of food, five days per 


week 


Table of Food Composition—The values submitted to the Sub- 
committee on Food Composition of the Accessory Food Factors 
Committee of the Medical Research Council supplemented by values 
given in The Chemical Composition of Foods (McCance and 
Widdowson, 1940) were used for calculating the nutrient values of 
the diets. 

Presentation of Results—A large number of tables were prepared 
from the analysis of the data collected during the two surveys. 
Generally four sets of tables were obtained for each classification : 
(1) the actual intake of foods or made-up dishes per head per week ; 
(2) the actual nutrient intakes per head per week; (3) the percentage 
of estimated requirements represented by the latter; and (4) the 
percentage of the children whose nutrient intakes were adequate, fair, 
or poor. The principle adopted for selecting the tables for inclusion 
in this report was to give priority to (3). 


Results 


d4yverage Intake of Food and Nutrients.—Table If shows the per- 
centage of nutrient requirements consumed by boys and girls in A 
and B as found in the Aug./Sept., 1943, and March, 1944, surveys. 
The average calorie and protein intakes were adequate in both 
surveys. The calcium intakes were deficient by about 40%, and the 
iron intakes in March, 1944, tended to be somewhat below require- 
ments. Slightly less than half the vitamin A potency was provided 
by carotene, the remainder being preformed vitamin A from either 
‘he diet or the cod-liver oil. The ascorbic acid intakes were 
}18 150% of requirements in both surveys, but the intake during 


March, 1944, was raised above the normal level for that season 
of the year by a distribution of oranges during the survey period. 
Without the ascorbic acid provided by the oranges the average 
intake in March, 1944, would have been of the order of 20-25 mg. 


TABLE II.—Percentage of Requirements Consumed by Boys and 
Girls in A and B 


| No. of | Cal- Pro-| Cal- iran Vit. Vit. Vit 
| Children ories | tein | cium | A B, Cc 
Aug./Sept., 1943 

Town A: | | | | 
Boys and girls 108 | 111 | 63 | 109) 130 | 136 | 150 

Town B: | | 
Boys and girls 254 107 116} 61 105 | 115 140 133 

March, 1944 

Town A: | | 
Boys and girls 116 103 110} 61 | 98 101 140 118 

Town B: ! | 
Boys and girls | 173 97 107 57 88 199 133 | 118 


a day. The difference between this intake and that in Aug./Sept., 
1943, was due to a lower consumption of green vegetables 
and the lower ascorbic acid value of potatoes. The proportion 
of children who had diets poor in the various nutrients are as 
follows, the first figure relates to Aug./Sept., 1943, the second to 
March, 1944: calories, 13% and 20%; protein, 3% and 6%; 
calcium, 64% and 67%; iron, 8% and 14%; vitamin A, 17% 
and 33% ; vitamin B, practically none; ascorbic acid, 4% and 20%. 
It is probable that a much higher proportion of children would 
have had a poor intake of ascorbic acid in March, 1944, but for 
the distribution o: oranges. 

Table Ili si:ows the consumption of certain foods, per head per 
week, in Auz /Sept., 1943, and March, 1944. It must be noted 
that the weigh.s, etc., refer to foods as eaten—that is, cooked edible 
portion—and not foods ‘as purchased.” 


_ TABLE Il A verage Weekly Consumption of Certain Foods 


| Aug./Sept., 1943 March, 1944 


Meat, bacon, and fish = Pe Pol 15 oz. | 17 oz. 
Stews, soups, pies, etc. is i mt 22 oz. 28 oz. 
Eggs .. 1 | 1 
Cheese 2 oz. 3 oz. 
Bread, etc. (as flour) 55 oz. | 60 oz. 
Potatoes cack 41 oz. 44 oz. 
Porridge and ‘other breakfast foods int 14 oz. | 14 oz. 
Vegetables, green .. 7 oz. 5 oz. 
others .. is 12 oz. 1S oz. 
Fruit and tomatoes ae 41 oz. § oz. 
Fats .. 7 oz. 6 oz. 
Sugar and preserves 11 oz. | 10 oz. 


The consumption of all forms of milk, including an estimated amount 
used in puddings, was of the order of the equivalent of 5 pints per 
head per week. The principal difference between the consumption 
of the various foods in Aug./Sept., 1943, and March, 1944, was the 
greater consumption of stews, etc., and bread at the latter time, and 
milk and fruit and tomatoes at the former. The higher consump- 
tion of fruit and tomatoes in Aug./Sept., 1943, was due to a glut of 
tomatoes at the time of the survey. 

Nutrient Intakes on Various Days of the Week—The data 
collected in the Aug./Sept., 1943, survey were analysed to show 
the nutrient intakes for the sample as a whole—that is, 426 children 
—on each day of the week. In Table IV daily intakes are expressed 
as percentages of the average daily intake for the whole week. 


_ TABLE IV. ounme Intake of Nutrients _by Day nse Week 


| Cal- Protein i | Car- el Cal 


- Vit. Vit. | Vit. 
at | bo- | |; ro 
ories & | Veg. | | hydr. vines © 
Sun. 102 | 106 | 100 | 104 | 100 | 89 | 108 | 121) 11 | 133 
Mon. | 101 94 100 | 99 | 103 | 102 | 92, 89 | 95 
Tues. | 99 | 97 | 100 | 100 | 99 | 105 | 100 | 101 «86 
Wed. | 101 | 106 | 100 | 101 | 99 | 108 | 100 | 114 95 | 93 
Thurs. | 96 | 97 | 100 | 97 | 101 | 106 | 100 | 98 98 | 98 
Fri. | 101 | 106 | 100 | 102 | 100 | 109 | 100 | 85 | 98] 95 
Sat. 96 | 86 | 98 | 96 97) 82! 100! 93 98 98 
| 


The differences in nutrient intakes on the different days of the week 
were not pronounced. The diet was slightly more generous on 
Sundays and that on Saturday slightly less generous than on other 
days of the week. On both of these days the calcium intake was 
less than on other days, owing presumably to the absence of school 
milk. 

Nutrient Intake According to Age——The data of each survey were 
analysed to show the average daily nutrient intake for yearly age 
groups. Table V shows the average intakes for boys and girls and 
for both surveys combined. 
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Age | No. of . Cal- | Cal- Vit. | Vit. | Vit. 
(yrs.)| Children Anim.| Veg. Fat com ories |cium Iron A B, Cc 
g. g. | mg. | iu. iu. | mg. 
5 23 30 36 82 | 279 | 2.100 | 0-84} 10 | 3,400] 380 | 35 
6 71 36 37 93 | 281 | 2,250} 0-92] 11 | 3,700} 420} 35 
7 70 31 37 82 | 272 | 2,100; 0-80; 10 | 2,800) 410 | 33 
8 91 36 37 88 | 277 | 2,200; 0-89} 11 | 3,700) 430 | 38 
9 113 35 40 89 | 293 | 2,250] 0-84| 12 | 3,300!) 450 | 39 
10 79 33 43 82 | 300 | 2,250| 0-80} 12 | 3,500} 450 | 38 
11 69 36 48 93 | 332 | 2,500/ 0-86} 14 | 3,500} S00] 43 
12 124 37 50 95 | 348 | 2,600 | 0-84! 14 | 3,400| 530) 44 
13 71 37 55 | 100 | 363 | 2,700 | 0-89 | 15 | 3,400; 550 | 42 


Compared with the League of Nations standards of requirements 
the mean calorie intakes were sufficient below about 7 years and 
slightly insufficient at 12-13 years; protein intakes slightly in- 
sufficient at 12-13 years; calcium intakes about 40% deficient at all 
ages; iron intakes somewhat insufficient above 10 years; and the 
vitamin intakes sufficient at all ages. The differences between the 
actual calorie intakes and calorie requirements were fairly substan- 
tial, the former being in excess of the latter by about 500 calories 
for children of below 7 years and 300 calories below for children 
of 12-13 years. It is apposite in this connexion to state that Cook, 
Davidson, Keay, and McIntosh (1944) found that the average 
intake of 45 boys aged 14-15 years was 2,228 calories daily, which 
is about 700 calories daily lower than the League of Nations 
standards, and that Virtue and McHenry (1945) found that the 
mean calorie intake of every type of person was below the recom- 
mended allowances (National Research Council of the U.S., 1943), 
and in some cases markedly so. 

Nutrient Intake According to Food Expenditure per Expenditure 
Unit—Data on food expenditure could not be obtained from all 
the mothers co-operating in the survey; hence the sample entering 
this analysis is smaller than that for other analyses. Table VI 
shows the percentage of nutrient requirements consumed according 
to food expenditure per expenditure unit. 


Taste VI.—Percentage of Nutrient Requirements Consumed 
According to Food Expenditure per Expenditure Unit 


Food Exp. | No. of | Cal- | Pro-| Cal- ; 
| | Clam Iron | Vit. A | Vit. B, | Vit. C 
Towns A and B: Aug./Sept., 1943 
Under 9s. 12 94 101 60 120 
9s.-I1s. | 31 96 | 104! 54 | 84 | 127 | 110 
11s.-15s. . 124 106 111 64 169 132 134 150 
15s.-19s. ta. 74 112 119 64 114 122 146 153 
Over 19s 39 128 ij 133 67 121 137 | 159 151 
Towns A and B: March, 1944 
Under Ils. .. 35 97 | 108| $7 94; 143 118 
11s.-15s. . 86 100 109 57 96 91 138 114 
Over 15s. 85 105 116 64 92 104 142 122 


In general there was for all nutrients an increase in adequacy of 
intake with increasing expenditure per expenditure unit. The cal- 
cium intake was Tow at all expenditure levels, but, apart from that, 
diets were on the average adequate at expenditures of about 11s. 
per expenditure unit per week. The improvement in the diet with 
increasing food expenditure per expenditure unit was due to small 
increases in the consumption of meat, fish, milk, puddings, cake, 
cereal breakfast foods, potatoes, green vegetables, and fruit. The 
consumption of bread tended to decrease with increasing expenditure. 

Table VII shows the percentage of children with adequate 
nutrient intakes, in each survey, according to food expenditure per 
expenditure unit. 


TaBLe VII.—Percentage of Children with Adequate Nutrient Intakes 


Food Exp. | | 
No. of Cal- | Pro-} Cal- 
Unit | Children | ories cium Vit. A | Vit. B, | Vit. C 
| | 
1943 
Under I!s... | 45 79* | 35 | 35 72 $8 
..| 124 | 7 | 61* | 60 | 58 | 86 | 85 
15s.andover | 113 56 | 80 | 55* 67 | 61 | 92 |; 88 
March, 1944 
Under IIs... | 35 42 | 61 83* 31 92 | 56 
lis.-15s. ..| 86 45 SS. | 36 | | 87 58 
15s.andover | 85 $6. «73 |. S4* | 33 47 87 | 66 


* For calcium these represent the percentage of children with poor intakes. 


The percentage of children with adequate intakes decreased as food 
expenditure per expenditure unit decreased. In the under 11s. group 
a large proportion of the children had a diet deficient in some 


respect. Even in the higher expenditure groups, for which the 
actual expenditure on food was more than sufficient to purchase 
an adequate diet, many children had diets insufficient in some 
nutrients. This indicates that the inadequate intakes were to some 
extent due to unwise spending of the money available. 

Nutrient Intake According to Size of Family.—There was, on 
the average, little change in adequacy of the diets with changes in 
family, except that the larger the family the smaller the intakes of 
vitamin A and ascorbic acid. An increase in family size was accom- 
panied by an increased consumption by the child of bread and 
porridge, and a reduced consumption of meat, fish, puddings, one, 
breakfast cereals, and fruit. 

Table VIII shows the percentage of children receiving adequate 


‘diets according to family size. 


TaBLe VIII.—Percentage of Children with Adequate Diets According 
to Size of Family 


| 
Faonity No. |Calories| Protein | Calcium | Iron | Vit. A | Vit. B, | Vit. C 
Aug./Sept., 1943 

Upto3| 93} 60 23 66* 58 58 89 81 

4 68 75 | 590 59 86 16 

5 103| 56 65 67* <0 52 86 83 

6 59 68 57 46 83 74 

March, 1944 

Upto3|] 554 51 69 67* 38 45 89 62 

4 88 | 50 64 32 48 84 68 

5 63| 32 48 730 35 35 79 63 

6 9 | 43 57 78* 28 4 9) 49 


* For calcium the percentage refers to children with poor intakes. 


A somewhat higher propertion of children belonging to large 
families compared with those belonging to small families had 
inadequate autrient intakes. There was, however, a reverse tendency 
for calciu.n 

Diets «| Children taking and not taking School Dinners —The 
data from each survey were analysed to compare for towns A and B 
the adequacy of the total diet of children taking and those not 
taking school dinners. The results are given in Table IX. 


TaBLE IX.—Adequacy of Nutrient Intakes according to whether 
School Meals taken or not taken. Percentage of 
Requirements Consumed 


No. of | Cal- | Pro- | Cal- I Vit. | Vit. Vit. 
Children | ories | tein | cium |*F°"| A B, c 
Aug./Sept., 1943 
Town A: 
School meals .. 66 106 109 65 114] 125 136 163 


No school meals 106 109 112 62 107 | 133 134 140 
Town B: 


School meals .. 81 111 120 64 110 | 119 147 137 
No school meals 173 | «104 113 60 101 113 137 133 
March, 1944 
Town A: | 
School meals .. 55 101 106 61 98 | 105 138 110 
No school meals 61 103 113 61 98 98 142 125 
Town B: 
School meals .. 66 | 101 | 112 60 | = 109 137 102 
No school meals 107 94°! 106 54 | 85 93 130 128 


In A the diet of children taking school dinners was not, on the 
average, quite as good as that of those not taking school dinners, 
while the reverse was true for B. Special studies showed that the 
school dinners provided in B were somewhat better than those 
provided in A. Children eating school dinners had a somewhat 
higher average consumption of meat, puddings, and potatoes than 
did children not eating school dinners. 

Diets of Children According to whether Mother was or was not 
Working Outside the Home.—Table X shows the percentage of 


TaBLe X.—Percentaze of Nutrient Requirements Consumed Accord- 
ing to whether Mother was Working or Not 


Mother No. of | Cal- | Pro- Cal- “ae Vit. | Vit. Vit. 

Working Children | ories | tein | cium m | sis A B, Cc 
Towns A and B: Aug./Sept., 1943 

Fulltime ee 96 101 | 105 59 96 113 128 130 

Part time | 49 106 | 111 62 101 | 117 | 131 133 

Not working 188 | 112 | 120 63 109 | 117 | 147 137 
Towns A and B: March, 1944 

Ful time | 73 97 107 59 90 101 131 113 

Part time 50 98 106 59 92 109 133 | 116 

Not working 159 10] 1 59 94] 97 140 | 120 

| | | 
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requirements consumed by children according to whether the mother 

was working full time, part time, or not at all, outside the home. 

The data from both surveys show that the diets of chiidren whose 

mothers did not go out to work were generally somewhat better 

than those whose mothers went to work, either full or part time. 
Discussion 

The purpose of the surveys described in this report was to 
obtain a picture of the food consumption of a sample of the 
subjects of the vitamin-feeding tests in towns A and B. For 
this the data were analysed principally in two ways: by con- 
sidering the adequacy of the nutrient intakes of the whole 
sample, or subgroups of children within the sample, and by 
grading the nutrient intake of individual children into one of 
the categories ‘“ adequate,” “fair,” or “ poor.” It is with some 
hesitancy that the latter results have been included in this 
report, as they are rightly open to criticism. For this 
grading it was necessary to compare the individual child’s 
intake of each nutrient with uniform standards of nutrient 
requirements. Wiehl (1944) found no agreement between 
estimated calorie expenditures and calor.e intakes, and 
there is little doubt that for all nutrients there are considerable 
differences in individual requirements which invalidate the 
adoption of a single standard for all children. Also, the 
variations in the composition of foods and made-up dishes 
may result in considerable errors in the estimation from food 
tables of the nutrient intakes of individuals. Further, small 
differences in standards of nutrient requirements may make 
an appreciable difference in the number of children falling into 
the various categories (U.S. Dept. of Agriculture, 1941). Hence 
the figures given for the proportion of children falling into the 
various categories can only be broadly interpreted, being 
intended merely to make the order of the deficiencies of the 
nutrient intakes. 

The diets of the children studied were, on the average, 
generally adequate in all nutrients except calcium, for which 
there was a deficency according to the adopted standard, 
1.4 mg. a day, of about 40%. The large majority of the chil- 
dren had poor intakes according to that standard. Although 
the average intakes of the other nutrients were fairly adequate, 
a considerable proportion of children had poor intakes of 
calories, iron, vitamin A, and vitamin C, while many had only 
fair intakes. Reference has already been made to the ascorbic 
acid intake during March, 1944, and this was raised above the 
normal level for that month by a chance distribution of oranges. 
There is little doubt that it was customary at that season for 
some children to receive but a few milligrammes of ascorbic acid 
daily from their diet. One such group of children were those 
regularly taking school dinners cooked a considerable time 
before being eaten, with the result that a large part of the 
ascorbic acid present in the vegetables was destroyed. Actual 
determinations showed that the school dinners served in B in 
March, 1944, provided 2 to 19 mg. of ascorbic acid a day. 
Children eating school dinners receive the major part of their 
ascorbic acid from that source, and it is apparent that the 
ascorbic acid intake of those taking the dinners provided at 
certain schools must have been very small. 

The adequacy of the diet did not change as much as was 
expected with an increase in the size of the family to which the 
child belonged, although there was undoubtedly some worsen- 
ing. No similar pre-war data are available for comparison, 
but family surveys showed that the adequacy of the family diet 
worsened as family size increased (County Council of the West 
Riding of Yorkshire, 1939). In the present study the gradient 
was fairly steep for the relationship between adequacy of 
nutrient intake and food expenditure per expenditure unit. 
Thus in the Aug./Sept., 1943, survey the adequacy of the calorie 
intake improved from 94% to 128%, and the protein intake 
from 101% to 133°, with an increase in the food expenditure 
per expenditure unit of from under 9s. to over 19s. per head per 
week. 

Summary 

Data on the food consumption of 426 school-children in Aug./ 
Sept., 1943, and 289 in March, 1944, were collected in two towns, 
A and B. As part of this investigation studies were made of the 
nutritive value of the school meals provided and the ascorbic acid 
content of home-cooked vegetables and of vegetables provided in 
school meals. 


In both Aug./Sept., 1943, and March, 1944, the diets in A and B 
were on the average satisfactory, except for the calcium intakes, 
which were about 40% deficient according to the League of Nations 
standards. The proportions of chilgen who had diets poor in the 
various nutrients are as follows, the first figures relating to Aug./ 
Sept., 1943, the second to March, 1944: calories, 13% and 20%; 
protein, 3% and 6%; calcium, 64% and 67%; iron, 8% and 
14%; vitamin A, 17% and 33%; vitamin B, practically none; 
ascorbic acid, 4% and 20%. 

The data collected in Aug./Sept., 1943, were analysed to show 
the nutrient intakes on the various days of the week. The differ- 
ences between the various days were small, the diet being slightly 
more generous on Sunday and slightly less generous on Saturday. 

The nutrient intakes by children of various ages were compared 
with the League of Nations standards of nutrient requirements. 
The mean calorie intakes were sufficient below about 7 years and 
slightly insufficient at 12-13 years; protein intakes were slightly 
insufficient at 12-13 years; calcium intakes about 40% deficient at 
all ages; iron intakes somewhat insufficient above 10 years; and 
the vitamin intakes sufficient at all ages. 

Generally the adequacy of the intake of all nutrients improved 
with increasing ‘‘ food expenditure per expenditure unit.” Also the 
proportion of children with poor nutrient intakes decreased as food 
expenditure per expenditure unit increased. 

There was a tendency for a greater proportion of the children 
belonging to large families to have unsatisfactory nutrient intakes 
than for children belonging to small families. 

In the town where the school dinners were satisfactory the diets 
of children taking school dinners were better than those of children 
not taking school dinners. The reverse was the case in the town 
where school meals were not satisfactory. 

The diets of children whose mothers did not go out to work 
were, on the average, somewhat better than those whose mothers 
went out to work. 


We are glad to record our appreciation of the very efficient way 
in which the s‘aff of the Wartime Social Survey did the survey. We 
record with pleasure our grateful thanks to Dr. J. L. Burn and the 
late Dr. McKechnie and other staffs for their unstinted 
assistance and co-operation in every possible way. We wish also to 
thank Dr. Neil Jenkins, Dr. L. P. Kendal. and Mr. I. F. Langmuir 
for the ascorbic acid determinations, and Mr. H. U. Thompson 
for laboratory accommodation and assistance. 


REFERENCES 


Bransby. E. R., Hunter, J. W., Magee, H. E., Milligan, E. H. M., and Rodgers, 
T. S. (1944). RBritith Medical Journal, 1, 77. 

Cook, R_ P., Davidson. W. A., Keay, D. M., and McIntosh, D. G. (1944). 
Biochem. J., 38. 

County Council of the West Riding of Yorkshire (1939). Study of the Diets 
of 205 Families in the West Riding of Yorkshire. 

League of Nations Health Organization: Technical Commission on Nutritiog 
(1938). Bull. Ore. L.o. N., 7, 460. 

McCance, R. A.. and Widdowson, E. M. (1940). Med. Res. Cncl. Sp. Rep. 
Ser. No. 225, H.M.SO., London. 

Magee, H. E. (1943). Publ. Hith., 56, 126. 

— — Council of the United States (1943). Reprint and Circ. Series 

oO. 

U.S. Dept. of Agriculture (1941). Misc. Publ. No. 452. 

Virtue, R., and McHenry, E. W. (1945). Canad. publ. Hlth. J., 36, 240. 

Widdowson, E. M. (1936). J. Hyg., Camb., 36, 269. 

—— and McCance, R. A. (1936). Ibid., 36, 293. 

Wiehl, D. G. (1944). Millbank Mem. Fd. Quart., 22, 5. 


Better provision for the help and care of the unmarried mother 
and her child, through co-operation between local authorities and 
existing voluntary agencies, is recommended by the Secretary of 
State in a circular issued by the Department of Health for Scotland. 
The high death rate among illegitimate children was brought out 
in the report on infant mortality in, Scotland by a subcommittee 
of the Scientific Advisory Committee, and last year (when the 
mortality was 108 per 1,000 illegitimate births) local authorities were 
asked by the Department to consider improvements for the care of 
illegitimate children. The problem has acquired new importance 
in view of the increased numbers of illegitimate births during the 
war years. If the unmarried mother is unable to stay in her parents’ 
home local authorities could provide reliable guidance and help on 
such matters as accommodation, aliment, employment, foster-parents, 
and legal adoption. The statutory services which are available to all 
expectant and nursing mothers and to infants and young children are 
available to the unmarried mother and her child. The authority should 
“take positive steps” to set up a close liaison between the public 
health and the public assistance departments as problems are brought 
to light during the ordinary administration of public assistance. The 
most promising line of attack and the one likely to give the quickest 
results, the circular suggests, is “‘ close and mutually sympathetic 
co-operation ” between local authorities and voluntary agencies 
already dealing with the problem of the unmarried mother and her 
child. 
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NEARTHROSIS OF HUMERUS IN ELBOW AMPUTATIONS ay 


REPORT ON NEARTHROSIS OF THE SHAFT 
OF THE HUMERUS FOR AMPUTATIONS 
ROUND THE ELBOW-JOENT 


BY 
LEON GILLIS, M.Ch.(Orth.)Liverp., F.R.C.S.Ed. 


Senior Surgeon, Queen Mary’s (Roehampton) Hospital, London 


The loss of an arm, especially in the case of a manual worker, 
is a much more serious matter than the loss of a leg, and 
everything should be done to enable the sufferer to make use 
of whatever remains of it. Two alternatives offer themselves 
for this purpose: (1) the provision of an artificial limb, or 
(2) cineplastic operations (in suitable cases). 

For many good reasons cineplastic surgery has not been 
popular in this country, and the almost universal trend has 
been to provide an artificial arm with fitments in the form of 
appropriate appliances for toilet, feeding, and work. In the 
majority of cases this has proved successful. There is, however, 
a marked difference in the success attained, depending on 
whether the amputation is above or below the elbow, the pros- 
thesis for the latter being infinitely more useful. So much has 
this fact been impressed on us that every endeavour is made 
to save at least some inches of the forearm, and the Il.mb-makers 
have succeeded in fitting useful limbs to short forearm stumps. 
Hitherto, arms which had of necessity to be amputated primarily 
just above the elbow-joint, through the joint, or immediately 
below the joint required reamputation at the site of election, 
which is 7 or 8 in. below the tip of the acromion, so as to pro- 
vide enough space below the end of the humerus for the simple 
mechanism of the artificial elbow-joint. 

The loss of often healthy skin, muscles, and bone in these 
reamputations caused me to wonder if more use could not be 
made of them, and the idea was conceived to construct a simple 
hinge-joint in the shaft of the humerus and so conserve the 
power of the muscles surrounding it and give a short secondary 
stump which would, to some extent, act as a forearm. 

So far as one could see, nothing could be lost except some 
time. If the arthroplasty proved a failure, then the joint having 
been made at the normal site of election, reamputation could 
still be carried out without further loss of tissue than would 
have been the case had the normal reamputation been under- 
taken in the first instance. 

Purpose of the Operation—This is: (1) to conserve the 
muscular power of the flexors and extensors of the forearm and 
harness their power usefully ; and (2) to make a joint in the 
shaft of the humerus so that there is about 4 in. of bone distal 
to the joint. Up to the present 24 operations of this type have 
been performed on 16 patients. 


Problems Concerned in Making the Nearthrosis 

1. Prevention of Callus Formation and Subsequent Ankylosis 
of the Joint.—It is interesting to note that fractures of the 
middle third of the humerus have a tendency to non-union. The 
treatment of the bone-ends and medullary cavity with bone- 
wax, we had hoped, would further discourage bony union, but 
in the first eight cases bony union was taking place and exuber- 
ant callus being formed. Over one hundred years ago Charles 
Bell wrote: “Scrape a bone and its vessels bleed ; cut a bone 
and its granulations sprout up ; break a bone and it will heal ; 
cut a piece away and more bone will readily be produced ; 
burn it and it dies.” 

From the eighth operation onwards we adopted the following 
methods to prevent callus formation and bony union: (1) We 
removed 14 to 2 in. of the shaft of the humerus, extra- 
periosteally, at the proposed site of the new joint. (2) The bone- 
ends were fulgurized by electrocautery. (3) 10 to 15 g. of 
sulphanilamide powder was packed into the space between the 
bone-ends. Sulphanilamide in high concentration is said to 
inhibit phosphatase activity, which is intimately concerned with 
calcification. (4) The arm was immobilized in a straight plaster 
case for two to three weeks and muscle activity was discouraged 
at first. 

2. Provision of a Useful Range of Movement.—Lateral 
instability is largely controlled by the hinge prosthesis, and is 
not so important as might at first appear. As regards the range 


of movement necessary to be of real value, we are advised by 
experts on artificial arms that in the case of a single arm ampu- 
tation a range of 90°—that is, from the straight 180° to 90°— 
would be very valuable, but half this range would still be useful. 
Our last 10 cases have an active range of 90° and a passive range 
of a little more. In double arm amputations the imporiant arc of 
movement is from 90° to 30°, so that the hand can be brought 
to the mouth. It seems unlikely that this could be achieved with 
the nearthrosis described without additions to the prosthesis. 
In general, the simpler the type of joint made the greater the 
range of movement. If only freedom of movement at the 
nearthrosis can be maintained, one can expect an increase in 
the active range owing to shortening and accommodation of the 
flexors, with improved muscle power and co-ordination. 

3. Provis‘on of a Fulcrum.—This is a problem, and crepitus 
and telescop.ng of bone-ends reduce the efficiency of the 
muscles acting round the new joint. However, the operation of 
removing 14 to 2 in. of bone not only encouraged non-union but 
also enhanced the range of movement and eliminated crepitus 
of the bone-ends, which was sometimes irritating to the patient 
but never painful. Improvements contemplated in this respect 
include the trial of a simple compact vitallium hinge, the limbs 
of which consist of two short spikes which could be pegged 
into the medullary cavity of the bone-ends or metal caps to fit 
the bone-ends. This again has obvious theoretical advantages, 
but the hinge might soon become so closely invested in fibrous 
tissue as to “seize up.” 


Operative Details 

Type of Case.—The operation 1s indicated in: (1) above-elbow 
amputations, where at least 4 in. cf the shaft of the humerus 
below the insertion of the deltoid muscle still remains ; (2) in 
through-elbow amputations; (3) in very short below-elbow 
amputations which cannot be fitted with a below-elbow 
prosthesis ; (4) in cases of congenital absence of the forearm. 

Pre-operative Treatment~-We think it is important to 
explain to the patient the nature of the operation and impress 
on him that his remaining muscles will be able to perform their 
own funct:on again. He is taught to contract his-muscles before 
the operation and to develop maximum power. 

Operative Technique.—For the first 16 operations the incision 
used for exposure of the shaft of the humerus was a 34-in. 
incision over the lateral intermuscular septum. The brachialis 
anterior and biceps were retracted forwards and the triceps 
retracted backwards. Sometimes the musculospiral nerve was 
seen. It, too, was retracted backwards. This incision was 
altered to a muscle-splitting posterior incision in the last eight 
operations because it was felt: (a) that, however carefully the 
operation was performed, a certain amount of weakness of the 
flexor muscles was inevitable ; and (b) that an incision passing 
through the triceps muscle was of more value because extension 
was not so important and, in any case, is assisted by gravity. 
At first the periosteum of the humerus was exposed and 
incised. The humerus was sawn through and about half an 

inch of the shaft removed and 


the ends beveiled at an angle of 
45° in front so as to allow maxi- 
mum flexion (Figs. 1 and 2). - 
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The medullary cavity of the bone was curetted, the bone-ends 
were treated with Horsley’s wax, and the medullary cavity was 
plugged with the wax. This has now been supplanted by liberal 
excision of the bone—i.e., at least 14 to 2 in. of it—and fulgura- 
tion of the bone-ends. 


Post-operative Treatment 


Originally the new forearm was put up in acute flexion, which 
was retained for 24 to 48 hours by a posterior plaster support. 
In the first six cases the patient began to contract his flexor 
muscles actively within 24 hours of the operation. Faradism 
was started on the third day. After three to four days the 
patient realized he had control of the distal end of the stump. 
A special plaster arm cage was supplied to keep the stump 
flexed and to improve flexor power. After one week he 
was allowed to leave the apparatus off for an hour in the 
morning and an hour in the afternoon, and graduated exer- 
cises were given. The new forearm could be flexed to a right- 
angle without interfering with the nutrition of the distal stump. 


The revised post-operative treatment now starts about three 
weeks after the operation, when a straight plaster case in which 
the limb has been immobilized is removed. Apart from fara- 
dism, graduated exercises, and swimming, it is important to flex 
the stumps and bandage them with a figure-of-8 crepe bandage, 
which reduces the oedema, helps to stretch the triceps muscle 
and allows the flexors to take up the slack. The patients also 
sleep quite comfortably with this figure-of-8 bandage, which is 
put on with maximum tension. 

Up to the present it has not been necessary to interfere in 
any way with the retracted muscle or tendon ends which re- 
insert themselves in the fibrous mass of the amputation stump. 


Case I 


Pte. P., aged 34. Shell wounds of left arm and forearm on Oct. 24, 
1944, in Holland. Amputation through the elbow-joint was _per- 
formed the same day, and compound comminuted fracture of the 
upper third of the humerus treated by wound toilet and immobiliza- 
tion. By Jan., 1945, all wounds were healed and the fractures of 
the humerus were soundly united in good position. Despite the 
fracture and scarring, the arm muscles were well developed and 
powerful, the tendons of triceps, biceps, and brachialis apparently 
being firmly adherent to the end of the stump. 

Operation, Feb. 1, 1945.—The shaft of the humerus was exposed 
through a 34-in. vertical incision on the outer side of the lower third 
of the arm and by blunt dissection through the lateral intermuscular 
septum. The bone was divided 4 in. from the distal end with an 
electric saw. The ends of the bone were turned out into the wound 
and shaped to fit loosely one in the other. A hole was drilled 
through them and a steel wire passed through the hole to act as a 
pivot. All bone dust and chips were carefully removed from the 
wound, but no bone wax was employed in this case. A posterior 
plaster slab was applied, keeping the stump flexed to a right-angle. 

After-treatment.—After 48 hours the slab was removed and active 
movements encouraged. The slab was replaced at night and when 
resting. About a week after operation a light hinged elbow cage 
was applied to the arm and movement was encouraged. 

Progress since Operation——The operation wound healed cleanly. 
After two weeks there was marked improvement in voluntary con- 
traction, and the stump could be flexed actively through 45° from 
the straight. Considerable crepitus occurred on active movement, 
but surprisingly this caused no pain. One month after operation 
the range of movement remained the same, but there was marked 
improvement in power and control of the, nearthrosis. Six weeks 
afier operation, although accurate measurement was difficult, we 
had the impression that the range of movement was decreasing. 

Second Operation—Ten days later there was no doubt that the 
range of movement was diminishing, only a few degrees of active 
movement being then possible. Radiography revealed a well-marked 
sheath of callus around the bone-ends. It was plain that bony 
union was imminent. Operation was decided upon, and on March 26 
the original incision was reopened. A spindle-shaped mass of callus 
was found surrounding the bone-ends and the wire which had been 
left in at the previous operation. The ossifying mass was chiselled 
and scraped away; the steel wire was then removed and the bone- 
ends trimmed. In an attempt to prevent further new bone forma- 
tion the bone-ends were then treated as follows: The medullary 
cavity was curetted; the bone-ends were cauterized all over their 
exposed surfaces with a hot soldering-iron and an electrocautery. 
After this, bone wax was smeared over them and the medullary 
cavity plugged. The whole periosteal cavity was then thoroughly 
swabbed out with alcohol in the hope of still further inhibiting the 
osteoblastic cells in the periosteum. The wound was closed and a 
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plaster slab applied, holding the stump flexed. This patient is now 
wearing a prosthesis flexing his new forearm to a right-angle, and 
has great muscular power. He does carpentry. 


Case Il 


L/Cpl. B., aged 22, wounded in Holland on Nov. 20, 1944. On 
admission he presented a healed amputation stump of the left arm 
Radiographs showed that the humerus had been sawn off im- 
mediately above the condyles. The muscles had evidently been 
sutured together over the bone-end, as a terminal pad of soft tissue 
could be moved voluntarily. 

Operation, Feb. 22, 1945.—Humerus exposed (as described). The 
bone was divided with an electric saw and osteotome 4} in. from 
the distal end. The bone-ends were in turn projected out of the 
wound and about 1/4 in. of bone trimmed off each. The upper 
end was then bevelled to a convex shape and the lower end excavaied 
into a cup shape to receive it. Both bone-ends were smeared with 
Horsley’s wax, and the medullary cavity was plugged with the same 
substance. No anchorage of any sort was attempted. A posterior 
plaster slab kept the lower fragment flexed at a right-angle. 

After-treatment.—The slab was removed after 48 hours, and active 
exercise and faradism to the arm muscles were given. After four 
days an elbow cage was applied. 

Progress.—Three weeks after operation the wound was soundly 
healed and muscle power and control were improving. The range 
of active movement was about 30° (i.e., from 180° to 150°). Con- 
siderable crepitus with overlapping of the bone-ends, was felt when 
flexion was carried out against resistance, but there was no pain. 

Increasing limitation of movement necessitated a second operation 
on June 27, under the revised technique. The patient is at present 
wearing a prosthesis and is able to flex well to a right-angle. He 
is a farm labourer, and is pleased with the result. 


Case Ill 


Rfm. B., aged 24, had a traumatic amputation of the left forearm 
on Jan. 18, 1945, by shell-burst in Germany. Reamputation. with 
primary suture, was performed above the elbow-joint the next day 
at a field surgical unit. The amputation wound healed by first in- 
tention, and on admission he presented an arm stump of 114 in 
(from acromion to bone-end), with a soundly healed scar. The arm 
muscles were very little wasted, retaining good power of voluntary 
contraction, the cut end of biceps and triceps tendons being firmly 
adherent to the scar on the end of the stump. 

Operation, March 2, 1945—The shaft of the humerus was ex- 
posed as previously described. The humerus was divided trans- 
versely 34 in. from the lower end with a Gigli saw (this has proved 
to be technically much the easiest and neatest method of osteotomy) 
The bone-ends were dislocated out into the wounds and a “ step” 
was cut in the upper one, the lower one being bevelled anteriorly. 
The cut ends of the bone were treated with Horsley’s wax and the 
medullary cavity was plugged with that substance. The bone-ends 
were then drilled from before backwards, and two stout silk sutures 
were passed through and tied so as to keep the bones in apposition, 
yet loosely enough to allow flexion and extension. A plaster slab 
was applied to keep the lower fragment flexed at a right-angle 
After-treatment was carried out as in Case II. 

Progress—Two weeks after operation the wound was soundly 
healed and there was an active range of 40° flexion from the straight ; 
in this case there appeared to be less instability of the joint. Passive 


_ flexion to a right-angle was possible, but this couid not be achieved 


by the patient’s own efforts. 

Increasing limitation of movement necessitated a second operation 
on June 28, under the revised technique. The patient is at present 
wearing a prosthesis and is able to flex well to a right-angle. 


Case IV 


Spr. L., aged 25, wounded by mortar in Holland, Nov. 3, 1944. 
Amputation through the upper third of the left forearm was per- 
formed on Nov. 5, the flaps being left open owing to gross sepsis. 
The remains of the head and shaft of the radius were removed after 
two weeks; the stump of the ulna separated as a sequestrum a few 
weeks later, leaving the olecranon and coronoid notch intact. By 
the end of Feb., 1945, the stump was almost healed. A few degrees 
of movement were present in the olecranon stump, but a forearm 
prosthesis was out of the question. 

Operation, March 14, 1945.—Incision and exposure as before. 
The shaft of the humerus was divided 44 in. from the distal end 
with the Gigli saw. In this case the bone-ends were bevelled at a 
more acute angle, the object being to facilitate flexion even at the 
expense of loss of full extension. Holes were drilled laterally 
through each bone and a double stout silk ligature was passed 
through them, which, when tied, formed artificial lateral ligaments 
and served to anchor the bone-ends together. The bone-ends were 
treated with wax as previously described and the wound was closed. 
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Increasing limitation of movement necessitated a second operation 
on May 24, under the revised technique. The patient is at present 


wearing a prosthesis and is able to flex well to a right-angle 
He is back at work driving a tractor. 


(Figs. 3-5). 


Fics. 3 to 5.—Photographs showing amoun: of flexion 
obtained with the stump, the temporary prosthesis worn, and 
the useful movements accomplished. 


Case V 

Lieut. L. G., aged 22, wounded in Italy May 29, 1944, Arm 
amputated through elbow the same day. This was a through-elbow 
amputation soundly healed, with a terminal scar. 

Operation, April 5, 1945—Through a 3}-in. incision over the 
lateral intermuscular septum the humerus was exposed. On this 
occasion the periosteum was not raised, but an aneurysm needle was 
passed round the bone outside the periosteum, and with a Gigli saw 
the bone was divided. Half an inch of bone was cut off each end. 
The distal end was slightly bevelled in front and the medullary 
cavity curetted. The ends were then treated with the electrocautery. 
The medullary cavity was plugged with wax and the bone-ends re- 
placed. The arm was then put up in full flexion with a plaster slab. 

Increasing limitation of movement necessitated a second operation 
on June 12 under the revised technique. The patient is at present 
wearing a prosthesis and is able to flex well to a right-angle. He 
is back at work farming. 

Conclusion 


Up to date I have performed 24 operations, the first 16 
through the lateral approach described. The last 8 have been 
performed through a posterior muscle-splitting incision. The 
bone-ends have been fulgurized with diathermy after removal 
of at least 14 to 2 in. of humerus. The cavities resulting 
between bone-ends have been packed with sulphanilamide 
powder. The first eight cases have been operated on twice, 
either for removal of exuberant callus or for removal of the wire 
or the twisted silk, which had become involved with the callus 
and caused the new joint to “seize up.” 

In 10 of these cases the new forearm can be actively and 
painlessly flexed to a right-angle. The remaining 6 have 
varying degrees of active flexion, which is still improving. 
Passive flexion in all the cases can be increased beyond the 
range of active flexion. All these patients have good 
position sense and can manipulate their new forearms so that 
they can either scratch the back of the head or bring the stump 
to the mouth. The nutrition of the distal stump has not been 
interfered with. The point which has been established is that 


the arm muscles are capable of acting.on a new joint in the 
humerus to effect and control a useful range of movement. The 
new forearm can be fitted with a very useful below-elbow 
prosthesis. 


At present not all the problems referred to in this paper can 
be answered, and their satisfactory solution must await further 
study. In the meantime, the above series of cases may serve 
to direct attention to this work, and we hope will bring forward 
suggestions for solving those problems. Some possible uses 
of this operation include: (1) to provide a controlled “ fore- 
arm” stump for amputations as described; (2) to enable a 
forearm prosthesis to be fitted to very short below-elbow ampu- 
tations, the elbow being arthrodesed ; (3) to use the short end 
of the new forearm as a cineplastic stump. 


Summary 


A new operation is described for making a joint in the shaft of 
the humerus for cases of amputation near the elbow-joint. The 
muscles are able to act over this joint with useful power and without 
pain. Work is in progress to try to improve the actual aos and 
to overcome the technical difficulties. 


I should like to thank Sir Walter Haward, O.B.E., Director-General 
of Medical Services, Ministry of Pensions, for permission to publish 
this article, which does not necessarily represent the view of that 
Ministry ; Major-Gen. Brooke Purdon, D.S.O., O.B E., M.C.,. medical 
superintendent, Roehampton Hospital, for his enthusiasm and co- 
operation; and all my_ colleagues on the staff of Roehampton 
Hospital who have so kindly assisted in this work. 


AGRANULOCYTOSIS AFTER SULPHONAMIDE 
SENSITIZATION: PENICILLIN THERAPY: 
DEATH FROM PS. PYOCYANEA 
SEPTICAEMIA 


BY 
J. D. CAMERON, M.B., 
AND 
J. R. EDGE, M.B., ChB. 
Medical Officers at an E.M.S. Hospital 


Ch.B. 


' This case is reported because of the unusual circumstances of 


onset, and in view of the recent interest centred round Ps. 
pyocyanea infection and penicillin therapy. 


Case Report 

An otherwise healthy soldier, aged 19, was admitted to hospital 
on Nov. 14, 1944, with extensive scarring of the left forearm which 
had resulted from a gunshot wound on Sept. 19. Between Sept. 19 
and 22 he had received sulphanilamide 10 g. and sulphadiazine 35 g., 
with no signs of intolerance. On admission the wound was com- 
pleiely healed except for a small dry scaby On Nov. 24 the patient 
became ill, and complained of a sore throat. On examination a 
grossly enlarged and inflamed right tonsil was found; temperature 
101.6°. Sulphathiazole, 1 g. 4-hourly, was started. 

Nov. 26.—Temperature 102°. A throat swab was reported to 
grow pneumococci. The throat was much improved, but the wound 
now showed early inflammation. 

Nov. 28.—Temperature 101.6°. Inflammation of tonsil subsided 
and patient stated he felt much better. The wound showed a 
surrounding area of induration with inflammation, and superficial 
vesiculation in the centre. Sulphathiazole discontinued (total 15 g. 
in 4 days). 

For the next two days the patient stated he felt quite well, but 
he continued to run a temperature of 101-102°. 

Nov. 30.—Temperature 103°. Wound sloughing; 
adenitis. Sulphapyridine 1 g. 4-hourly started. 

Dec. 2.—Temperature 102°. Wound showed a large central 
slough ; a swab from the wound was reported to grow (1) penicillin- 
sensitive Staph. aureus, (2) penicillin-insensitive Ps. pyocyanea. 
Penicillin, 15,000 units intramuscularly 3-hourly, was started. 

Dec. 3.—Patient was flushed and ill. Temperature 103.4°; pulse 
120. A waxy pallor of the skin was noted. The throat was normal, 
but breaking down of the wound was extending in spite of treat- 
‘ment. Blood count: R.B.C., 3,500,000 per c.mm.; Hb, 65%: 
W.B.C., 2.000 (80% lymphocytes). Suiphapyridine was discon'inued 


axillary 


(14 g. total in 2 days). Pentnucleotide, 10 c.cm. intramuscularly 
6-hourly, was started. 
Dec. 4.—Temperature 104°; pulse 120. W.B.C., 1,000 per c.mm. 


(lymphocytes 900, polymorphs 90, myelocytes 5, eosinophils 5). Two 
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pints of fresh blood were transfused, and penicillin, 20,000 units 
3-hourly, was given by drip in addition to the I.M. course. 

Dec. 5.—The throat showed ulceration for the first time and the 
breath had rapidly become extremely fetid. The patient went 
rapidly downhill and died in coma at 3 p.m., the temperature having 
become subnormal five hours previously. Two separate blood cul- 
tures showed profuse growths of Ps. pyocyanea. 

There was never any other evidence of sulphonamide intolerance 
such as rash, conjunctivitis, joint effusion, or haematuria. 

Bacteriological Examination.—The Ps. pyocyanea from the blood 
culture was found-to grow in broth with a concentration of 3,000 
units of penicillin per c.mm. Tested against sulphanilamide, 
sulphathiazole, sulphamezathine, sulphadiazine, sulphapyridine, and 
sulphaguanidine, normal growth occurred in concentrations of 
50 mg. per c.cm. (i.e., concentrations higher than those usually 
obtained in the blood). 


Rosenthal and Vogel (1939) and Sweeney and Allday (1940) 
draw attention to the dangers of repeated sulphonamide therapy. 
Erskine (1942) and Park (1944) believe that agranulocytosis is 
a result of sensitization and not a toxic effect. Nixon, Eckert, 
and Holmes (1943) treated with the same drug three cases 
of agranulocytosis fol'owing sulphadiazine, and al] three 
recovered. They believe that the neutropenia is transient, and 
that the continued use of the drug controlled the infection until 
the marrow recovered. 


The lethal capabilities of Ps. pyocyanea even in the absence of 
agranulocytosis are emphasized by the following reports: 

Botterell "and Magner (1945) describe 11 cases of meningitis due 
to Ps. pyocyanea, with 9 deaths. Penicillin, sulphadiazine, and 
sulphapyridine were ineffective in the nine fatal cases. Three cases 
were given repeated intravenous injections of sodium iodide, and 
two recovered. 

Evans (1945) describes 2 fatal cases of Ps. pyocyanea septicaemia 
following spinal analgesia. 

Roberts, Tubbs, and Bates (1945) describe a case of venous 
thrombosis complicating a penicillin drip in a case of pulmonary 
actinomycosis secondarily infected with Ps. pyocyanea. The throm- 
bus became infected with that organism, and a fatal pyaemia 
resulted. 

The relative infrequency of Ps. pyocyanea infection in agranulo- 
cytosis is shown by Kracke and Parker (1934), who analyse 74 
positive blood cultures out of 469 cases, the other cases being either 
negative or not stated. Ps. pyocyanea was grown in only 3 cases: 
32 were streptococcal, 8 staphylococcal, and 8 pneumococcal, and 
the remaining 23 were from the coliform group. Reference is also 
made by these writers to a German series with one case of Ps. 
pyocyanea infection out of 23 cases. The causes of the agranulo- 
cytosis are not stated, but sulphonamides were not in use at that 
time. 

Discussion 


Our patient originally had 10 g. of sulphanilamide and 35 g. 
/ of sulphadiazine in four days with no signs of intolerance. 
After an interval of 62 days he received 15 g. of sulphathiazole 
over 4 days, and two days later 14 g. of sulphapyridine over 
2 days. No white cell count was made during the original 
sulphonamide therapy, and it is regretted that one was not 
undertaken earlier in the second course. On looking back it 
appears that the neutropenia developed soon after starting the 
sulphathiazole, and that the breaking down of the wound must 
have been secondary to a deficiency of leucocytes. The long 
interval of 62 days between the courses of sulphonamides, and 
the early onset of symptoms during the second course, would 
suggest that sensitization was the mechanism in this case. 

The agranulocytosis was treated with pentnucleotide, 70 c.cm. 
in 24 days, and penicillin, 360,000 units I.M. and 120,000 units 
1.V. in 3 days. The effect of crude liver injections was to be 
tried, but a suitable preparation was not available in time. 

When the diagnosis of agranulocytosis was established it was 
reasoned that penicillin would be of value in controlling the 
infection until the marrow had time to recover. The penicillin 
controlled the staphylococcal infection in the wound, but the 
Ps. pyocyanea invaded the bleod stream and caused death. 
The continuance of sulphonamide therapy as suggested by 
Nixon et al. would in the presence of this resistant organism 
have been useless. 

Although Ps. pyocyanea septicaemia has been described in 
agranulocytosis, no report of its occurrence in agranuldcytosis 
following sulphonamide therapy has been found in the literature. 
Although local infections with Ps. pyocyanea are usually of 


little importance, systemic and meningeal infections are a 
menace owing to the lack of efficient methods of treatment. 
Treatment with sodium iodide appears to warrant further 
investigation. 

Summary 


A tragic case of agranulocytosis after sensitization to sulphon- 
amides is described, emphasizing the dangers of repeated sulphon- 
amide therapy. 

It is suggested that penicillin in most cases of agranulocytosis 
will control the infection and so give the marrow time to recover. 
In this case death resulted from a Ps. pyocyanea septicaemia. 


Our thanks are due to Dr. R. Clive Walker, medical superintendent. 
Highroyds Emergency Hospital, for permission to publish this case ; 
and to Dr. C. J. Young, Bradford Royal Infirmary, for all the 
bacteriological investigations, and also for help in preparing the 
paper. 
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ACUTE YELLOW NECROSIS OF THE LIVER 
FOLLOWING TRILENE ANAESTHESIA 


BY 


K. N. HERDMAN, M.A., M.D., D.A. 
Major, R.A.M.C{T.); Specialist in Anaesthetics 


The possibility of acute yellow atrophy developing as a sequel 
to chloroform anaesthesia has for long been taught, and this 
distressing misadventure has been emphasized as one of the 
lethal potentialities of chloroform, so daunting the tyro and, 
in some cases, making even the experienced chloroform adminis- 
trator forsake his old favourite. 

Despite points of resemblance chemically and pharmacologi- 
cally between chloroform and trichlorethylene which might 
lead one to expect some similarity in their sequelae, acute 
yellow atrophy has not up to the present been regarded as a 
risk of trilene anaesthesia, nor, so far as we are aware, has a 
case been recorded. The following case history is presented 
on account of its unique nature and bearing in mind the oft- 
repeated plea for a fuller and more candid ciscussion of anaes- 
thetic misadventures. 

Case History 

On March 4, 1945, a Dutch officer aged 28 sustained deep cordite 
burns of the face and hands, for which he received treatment in two 
other general hospitals in B.L.A. The following relevant facts are 
taken from their records: 

March 13.—Deep burning of all four eyelids—already very septic. 

April 14.—Sepsis finally got under control. Patch grafts applied 
to residual raw areas on face, forehead, and hands. Lids healed. 

May 28.—He was transferred to this hospital to be under the care 
of an eye specialist, from whose records the remainder of this history 
is extracted. 

‘“* There was severe cicatricial ectropion of all four eyelids—the 
left worse than the right—and the corneae were exposed. Operation 
was indicated to save the eyes from destruction by corneal ulcera- 
tion. Left eye worse than right—to be operated on first. 

June I.—Operation under general anaesthesia (pentothal followed 
by gas, oxygen, and trilene). Left eyelids and outer canthus: Dissec- 
tion of scar tissue; tarsorrhaphy; split-skin graft sutured in position 
over raw areas. 

Except for a complaint of tiredness and drowsiness, convalescence 
ran a normal course for the first four days. 

June 5—Abdominal pain with ‘ guarding’ in epigastrium; vomit- 
ing of food material; liver enlarged. 

June 6.—Liver 3 in. below costal. margin; tenderness over 
liyer ++ ; skin and conjunctivae yellow; bile salts in urine. T. 99 
110g 

June 7—More deeply jaundiced. Liver smaller—14 in. below 
costal margin. T. 100°; P. 115; R. 20. 

June 9—Drowsy. Graft dressed; taken 100% 

June 10—Hiccups; drowsy and uncommunicative; tongue and 
lips dry. Urine: acid; albumin and bile +; occasional granular 
casts. .Icteric index, 114. Blood urea 34 mg., blood sugar 115 mg. 
per 100 c.cm. Abdomen distended with flatus; little result from 
flatus tube or turpentine enema. 
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June 11.—General condition deteriorating. 

June 12.—Died at 08.15 hours.” 

The patient was treated with liberal glucose and fluids—at first 
orally and later by intravenous glucose-saline drip, alternating with 
plasma. Towards the end he received 20 units of insulin b.i.d. 


Anaesthetic History 

Pre-operative Condition —Patient fit and well. He was keen to 
undergo this operation, though immediately before it he appeared 
somewhat apprehensive. Heart and lungs normal. 

Premedication—Morphine 1/4 gr. with hyoscine 1/100 gr. one 
hour before operation. 

Anaesthesia —Induction : Pentothal (freshly prepared) 0.8 g. intra- 
venously. Intubation: Nasal route—blind. Maintenance: Gas-and- 
oxygen passed over trilene, using Boyle field-pattern apparatus 
(no CO, absorber attached). Duration, 44 hours. Total quantity 
of trilene, 2 oz. Anaesthesia was smooth throughout and the 
patient was kept fully oxygenated. There was no tachypnoea, and 
no pulse irregularity was observed. The endotracheal tube was 
removed on the table, by which time the cough reflex was brisk. 
Trilene from the same bottle was used in the same apparatus for 
other patients with no untoward effects. 


Necropsy Report 

Abdomen.—Free bile-stained fluid in peritoneal cavity—about 
2 pints. Bladder full, distended with bile-stained urine. Numerous 
large subendothelial haemorrhages involving the whole gut and 
mesentery. Parietal peritoneum showed marked engorgement of 
stellate vessels. 

Spleen.—Soft, and enlarged to twice normal size. 

Liver.—About two-thirds normal size. Cut section showed typical 
features of acute diffuse yellow necrosis as a mottling of red and 
yellow areas. Microscopically: Central, mid-zonal, and peripheral 
necrosis, with scanty regeneration of bile ducts. The liver cells had 
entirely disappeared except for scanty islands of necrotic hepatic 
cells peripherally arranged. 

Kidneys.—Congested and oedematous. Capsule stripped easily. 
Demarcation of cortex from medulla less obvious than normal. 
Blood dripping from cut section. Otherwise no obvious macro- 
scopic lesion. 

Heart.—About 6 oz. of clear straw-coloured fluid in pericardium. 
Small petechial haemorrhages under visceral pericardium. Heart 
showing terminal right-sided dilatation. Myocardium flabby. No 
other abnormality detected. 

Lungs.—A little free fluid in pleural cavities. Large subendothelial 
haemorrhages under visceral pleura. Congestion of parietal pleura. 
Marked engorgement of basal lobes of both lungs. Trachea, bronchi, 
and bronchioles showed congestion, but no other abnormality. 

Conclusions—(1) Acute yellow necrosis of liver. (2) Ascites. 
(3) Subendothelial haemorrhages. 


Commentary 

An endeavour must be made to determine whether the fatality 
is to be regarded as attributable to an idiosyncrasy of this 
patient towards trilene or whether an error of judgment was 
made in using trilene as the main anaesthetic agent. 

The patient’s history of burns and sepsis immediately sug- 
gests the possibility of liver damage having occurred ; but the 
burns, though deep, involved a very small area, and it is 
recorded that sepsis had been finally cleared up fully six weeks 
before operation. It would appear justifiable to assume that 
enough time had elapsed to allow of full recovery of hepatic 
function. 

The operation was a prolonged one, but the total quantity 
of trilene used—2 o0z.—would not appear to be excessive, and 
suboxygenation was not allowed to occur. Some additional 
strain may have been thrown on the liver by the use of both 
pentothal and trilene, though hitherto we have used this se- 
quence asa routine. As this patient belonged to the Netherlands 
Army, the question arose whether his liver might have suffered 
as a result of malnutrition during the German occupation ; but 
his widow, on questioning, affirmed that his diet was fully 
adequate throughout that period. Perhaps it is worth con- 
sidering whether a patient who is to undergo a prolonged anaes- 
thesia with trilene as the main agent should be’prepared as for 
chloroform—by intensive administration of glucose in the pre- 
operative and immediate post-operative periods. 

Trilene has now become firmly established as an anaesthetic 
agent of considerable value, and up to the present remarkably 
few untoward sequelae have been reported, so long as the CO, 
absorption technique is avoided. (In this hospital during the past 
10 months trilene has been used as the main anaesthetic agent 


in 333 cases. One fatality occurred in this series, the operation 
being laminectomy of the fourth cervical vertebra for removal 
of a fragment of metal which had practically destroyed the 
spinal cord at that level. Only one-half of the diaphragm was 
in action, and this patient, who weighed 16} stone, was regarded 
as a desperate operative and anaesthetic risk. Apart from this 
one case no untoward sequelae have occurred except for very 
occasional and transient nausea or vomiting.) Perhaps this has 
tended to lull us into a false sense of security, and, while it is 
not for a moment suggested that the fatality reported here 
should lead us to abandon this useful agent, it would appear 
that perhaps we should exercise a little more care than has 
been our custom in the selection of our cases and in safeguarding 
the liver by ensuring full glycogen reserve both before and after 
any prolonged administration of trilene. 


Summary 

A case is reported in which death occurred from acute yellow 
necrosis of the liver 11 days after a prolonged trilene anaesthetic. 

The main necropsy findings are recorded. 

Some aetiological factors are considered, and the suggestion is 
made that liberal administration of glucose should become a routine 
practice, both before and after any prolonged administration of 
trilene. 


I wish to record my thanks to Col. R. G. Shaw, M.C., for per- 
mission to publish this case; to Lieut.-Col. J. W. Osborne, 
R.A.M.C.(T.), Lieut.-Col. D. H. Young, O.B.E., R.A.M.C(T.), and 
Major H. B. Stallard, M.B.E., R.A.M.C.(T.) (eye specialist), for 
the clinical records; and to Major R. Winston Evans, R.A.M.C.(T.), 


Medical Memoranda 


Strangulation of Foetal Intestine before Term 


The following maternity case came under my observation 
with some interesting features which warrant further discussion. 


A multipara 4, aged 31, was admitted to the Maternity Depart- 
ment for her confinement owing to unsuitable home surroundings. 
She was rather feeble-minded. re was nothing relevant in her 
obstetric history, and alg, of pregnancy was uneventful. B.P. 
135/90, fundus 39 weeks, position R.O.A., and foetal heart heard. 

At 3 p.m. next day labour began, membranes rupturing half an 
hour later, and the foetal head was born at 5 p.m., but the shoulders 
failed to be delivered. She was put under a general anaesthetic, and 
the cause of obstruction was found to be a contraction ring almost 
encircling the child’s trunk just below the 9th rib. This was 
“ironed out” with some difficulty and the birth completed. There 
was nothing to my knowledge in the circumstances to favour the 
presence of such a ring. Moreover, the stillborn child was found 
to have gross ascites. 

At necropsy a large quantity of semi-opaque golden-brown fluid 
containing brownish flakes was found free in the child’s peritoneal 
cavity. A greenish-black mass was seen lying transversely just above 
the umbilicus, and was adherent at one point on the left side to 
the parietal peritoneum. On gentle separation from the adherent 
coils of intestine this mass was found to contain a loop of small 
gut which had obviously been strangulated by an omental band 
running downwards from the transverse colon to be attached near 
the root of the mesentery of the small intestine. The continuity 
of this loop had apparently dissolved with the extrusion of meconium 
between the layers of its peritoneal covering. The specimen can be 
seen at the Museum of the Royal College of Surgeons of England. 
I presume that this strangulation must have occurred some time 
before term, and an aseptic necrosis of the strangulated loop had 
resulted. There was nothing abnormal in the remaining contents 
of the abdomen, nor was there any evidence of peritonitis. 

ssa the death of the child was caused by the difficulty in 
effecting delivery, but it obviously would not have lived any length 
of time had it been born alive. 


_I_ wish to thank the medical superintendent for his criticism and 
kind permission to publish the case. 
A. H. Esmat, L.R.C.P.&S.Ed., 


Resident Surgical Officer, County General 
Hospital, Worksop 


Improved rates of pay in Scotland for nurses in mental institu- 
tions are recommended in the fourth report of the Taylor Com- 
mittee just published. An Exchequer grant of 50% of the increased 
expenditure will be paid to all local and hospital authorities adopt- 
ing the recommendations, which provide, among others, for new 
salary scales. These scales came into force as from April 1, 1945, 
but provision is made for the payment of arrears from April 1, 
1943. A 96-hour fortnight and twenty-eight days’ holiday a year 
with pay are other recommendations. 
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Reviews 


A TEXTBOOK OF PATHOLOGY 


A Textbook of Pathology. Pathologic Anatomy in its Relation to the 

Causes, Pathogenesis, and Clinical Manifestations of Disease. By Robert 

Allan Moore, Edward Mallinckrodt Professor of Pathology, Washington 

University School of Medicine, St. Louis. (Pp. 1,338; 513 illustrations, 

34incolour. 60s.) .London and Philadelphia: W. B. Saunders Company. 
This textbook is an important addition to pathological 
literature. The author has made a determined and successful 
effort to correlate the aetiology of disease and its structural 
accompaniments with recent developments in physiology and 
biochemistry on the one hand, and with clinical signs and 
symptoms on the other. In spite of this, the basic facts of 
morbid anatomy ard histology are generously and faithfully 
recorded. The style is crisp and direct, the book is packed 
with information, and covers a remarkably wide field; it is 
bulky but far from unwieldy, and is well documented. 
The large majority of references are to articles written in 
English. This, the author explains, is “a frank and practical 
acknowledgment that few Americans read any other language 
except their own.” The illustrations are superb ; many are in 
colour and well reproduced. They are not limited to photo- 
micrographs and morbid changes in organs; many of them are 
clinical, and there are several excellent radiographs ; a few are 
historical, these being well chosen and skilfully scattered 
through the text. 

To the advanced student who has grasped the general 
principles of pathology and has some knowledge of the 
problems of infection and immunity this book will undoubtedly 
prove to be of great service, as well as being stimulating and 
refreshing. It may be “strong meat” for the elementary 
student in this country just beginning his crowded and top- 
heavy clinical curriculum. 

The attempt made in this book to correlate abnormality of 
structure with basic biological science and clinical observation 
is a sign of the times which future authors of British textbooks 
cannot afford to disregard. 


RESEARCH ON SCABIES 


Human Guinea Pigs. By Kenneth Mellanby. (Pp. 96. 4s. 6d.) 
Victor Gollancz. 1945, 


London: 


It is uncommon to find romance and science wedded together, 
but Major Kenneth Mellanby seems to have succeeded in his 
very readable book Human Guinea Pigs, in which he records 
the story of the work at the Sorby Research Institute in 
Sheffield. 

During and some time after the war of 1914-18 scabies 
assumed epidemic proportions, and it seemed likely that 
history would repeat itself. In the checking and (as it may 
seem) in the control of the epidemic the Sorby Institute and 
its human guinea-pigs, who were all conscientious objectors, 
can claim an honourable part. Major Mellanby’s investigations 
are so well known to medical readers that no more need here 
be said than to recall that he showed the relative unimportance 
of bedding and clothing as a source of infection to others— 
which must have saved the public health authorities both time 
and money—and that he set the seal of official approval on 
benzyl benzoate as a sarcopticide. This was not everything, 
for as a sort of scientific by-product dietetic experiments were 
also carried out, providing valuable information on, for 
example, calcium metabolism. 

Human Guinea Pigs is written for the layman, successfully 
avoiding the so-called scientific jargon which, because it is not 
always understood, often misleads. The author also discusses 
the problem of the conscientious objectors, to whom he pays 
tribute for their zeal and co-operation in an environment where 
they were encouraged and sympathetically treated. 

In this account of the Sorby Research Institute Major 
Mellanby has provided a very human document, quite apart 
from its professional interest and its record of a considerable 
achievement. 


THE HOSPITAL AT WORK 
The Hospital in Modern Society. Edited by Arthur C. Bachmeyer, M.D., 
and Gerhard Hartman, Ph.D. (Pp. 768. $5.00 or 28s.) New York: 
The Commonwealth Fund; London: Oxford University Press. 

This is an unusual kind of book. It might claim to be an 

encyclopaedia of all matters affecting hospitals, but its informa- 

tion is conveyed in articles chosen from various publications, 
and their style is much less formal than one expects to find 
in an encyclopaedia. It would be d:fficult to mention any aspect 
of hospital life which is not dealt with here by a well-known 
authority. The compilers of the book say that it is intended 
for (1) hospital administrators, (2) the department head, (3) the 
student of hospital administration; and they go on to say 

that each article was “chosen for its judicious analysis of a 

problem, and because it stimulated thought on that problem 

regardless of the view of the editors, and at times in contradic- 
tion with opinions expressed in other articles.” There are 

145 articles by 98 authors. The book’s claim to be encyclo- 

paedic is strengthened by the fact that each chapter ends with 

copious “references for further reading.” 

It is impossible in the space at the reviewer's disposal even 
to mention all the subjects dealt with, but a good example of 
the book’s quality and variety may be found in the first chapter. 
on “The History of Hospitals.” This begins with an articie 
by Dr. S. Goldwater, who deals in an attractive way with the 
motives underlying the establishment of some of the earlier 
hospitals. The second part, by Dr. Faxon, is learned and 
full of interesting detail. For example, it mentions an inquiry 
into the hospitals of Paris in 1788 which showed a yearly 
mortality of 6 to 12% among the surgeons and attendants, 
whereas, the reporter says, “it should not ordinarily exceed 
3%.” The chapter on “The Hospital, the Family Doctor, 
and the Patient,” by Dr. Goldwater, though dealing mainly 
with American problems, shows once more that these are the 
same all the world over. The author protests against the too- 
prevalent idea that the United States is a country where every- 
body is well off and therefore able to pay for his medical care. 
As a proof that this is not so he shows the steady growth of 
group practice attached to hospitals, many of them now 
including domiciliary attendance. He is a firm believer in keep- 
ing the family doctor in association with hospitals, because 
not only would this be of benefit to the patient but “the 
physician who enjoys a proper institutional association avoids 
the danger of being careless and superficial in his clinical 
methods.” Dr. W. H. Spencer in “ Hospital Organization and 
Management” thinks that all privately supported institutions 
in the United States, including hospitals, will have much more 
financial difficulty in the future owing to a decrease in the 
benefactions they have had from wealthy people, whose numbers 
and incomes are steadily declining. Among the urgent financial 
difficulties of the hospital is the question of the proper pay- 
ment of its administrative staff. Hitherto there has been a 
tacit assumption that the personnel, like the doctors, are partly 
paid by a feeling of satisfaction in participating in the relief of 
suffering humanity. He thinks this assumption unfair, and that 
in any case it is steadily being undermined by vocational 
organization among the hospital subordinate staffs. 

There are contributions on “ Medical Staff Organization and 
Relationships,” “ Pharmacy,” “ Medical Records,” * Admitting 
and Discharge,” ‘“ Legal Aspects,” “‘ Construction of Hospitals,” 
“ Hospital Purchasing,” “ Laundry Management,” to mention 
only a few; and the book ends with chapters on “Group 
Hospital and Health Insurance ” and “ Public Health.” 

This brief review of a readable and important book will, it is 
hoped, induce many hospitals to put a copy on their shelves. 
Nobody interested in hospital work could fail to find in it 
stimulus, instruction, parallels, and ideas as worthy of 
consideration here as in the U.S.A. 


EMBRYOLOGY FOR MEDICAL STUDENTS 

A Class Book of Practical Embryology for Medical Students. By P. N. B. 

Odgers. (Pp. 63; illustrated. 7s. 6d.) London: Oxford University Press. 
The study of serial sections of embryos at different stages of 
development is greatly helped by explanatory drawings and 
diagrams, such as have been assembled by Dr. P. N. B. Odgers, 
Reader in Human Anatomy in the University of Oxford, and 
published under the title A Class Book of Practical Embryology 
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for Medical Students. The drawings have been made by Miss 
A. F. Arnott from transverse sections of 6-mm. and 10-mm. 
pig embryos, and comprise typical cross-sections illustrating 
two important stages in the development of the heart and the 
adjacent blood vessels, nerves. and neighbouring organs, with 
explanatory notes; these are supplemented by three diagrams 
indicating the position of the corresponding parts when seen in 
sagittal or coronal section. !n«rder to keep the drawings simple 
no attempt has been made to portray details in. the structure 
of the various tissues, an arbitrary method having been adopted 
which serves to distinguish clearly nerves, vessels, tubes lined 
with epithelium, and such organs as the liver. Orlv the mere 
important vessels and nerves have been delineated, though 
some of these of practical importance, such as the phrenic and 
recurrent laryngea! nerves, which one would have liked to see 
indicated and labelled, have been omitted. 

The book in its present form is naturally limited in scope. 
but it will serve as a most useful and reliable guide for the 
recognition of the parts corresponding to the drawings when 
studying actual sections under the microscope, and it can be 
strongly recommended for this purpose. 


Notes on Books 


In six lectures to ward sisters on Temperament, Character and 
Personality, forming part of a course organized by the Royal 
College of Nursing, Mrs. N. MAcKENzIE has given a fair presenta- 
uon of normal psychological processes. In the first three she deals 
with the subject in a general way, explaining terms and showing 
how instinct and emotions are integrated into sentiments. In the 
last three she deals with the special aspects presented by the patient, 
the student nurse, and the ward sister herself. Though these lectures 
are necessarily incomplete, and perhaps oversimplified, it is refreshing 
to find that such information {s being given to nurses, whose training 
in the past has been so conspicuously lacking in the psychological 
approach. If it could only be realized how much the comfort and 
well-being of the patient depend on the correct psychological 
approach of the nurse, and that every woman is not capable of this 
by intuition, we might look for more of this very necessary teaching. 
It is to be hoped that every nurse will not only read but study and 
take to heart these lectures, which have been published in the 
Nursing Times, and, if hospital physicians and surgeons could be 
sure that they themselves appreciated all that Mrs. Mackenzie is 
trying to teach, much good would ensue. 


Positioning in Radiography, by Miss K. C. CLarK, is a superb 
book on radiography now in its fourth edition, and well deserves the 
high reputation it has earned in the radiological world. It is de- 
signed particularly for radiographers, but there can be few radio- 
logists who will not learn something from it; most will learn much. 
The photographs of the subject, the skiagrams, and the diagrams 
are all of the highest quality, and the print and paper remind one 
of the happy days when books were books. If there be any x-ray 
diagnostic departments that do not possess a copy of this work, let 
them buy one quickly. Seventy-five shillings could hardly be better 
spent. The publishers are Heinemann Medical Books Ltd. 


Practical Physiological Chemistry for Medical Students, by G. M. 
WisuartT, D. P. CutHpertson, and J. W. Campers, of the Institute 
of Physiology, Glasgow University, first appeared in 1936; a third 
and revised edition has now been published at 7s. by John Smith 
and Son (Glasgow), Ltd. The book is designed to present a course 
of practical chemical physiology to large classes of students whose 
ume is limited to two-hour periods. The clinical aspect is stressed 


both in the choice of material and in the general treatment of the 
subject. 


We have received from the National Institute for Research in 
Dairying, Shinfield, near Reading, a copy of Advisory Dairy 
Bacteriologists, being papers published from 1925 to 1943, edited by 
Mr. H. BarKworTtH. These reprints are grouped under three main 
headings: clean milk production, bacteriology, technology—and 
there is a foreword by Dr. A. T. R. Mattick. The pamphlet ends 
with eight pages of references, an index, and a list of centres and 
officers. It was in 1925 that advisory dairy bacteriologists were 
appointed to serve in the various provinces into which the country 
was divided. These officers were usually attached to the agricultural 
faculties of universities and to agricultural colleges. 


An eighth edition of the late Mrs. J. Lancron Hewer’s pamphlet 
The Baby of To-day: First Principles in his Management, revised by 
Dr. M. Scott-Brown, has been published by John Wright and Sons 
Ltd., of Bristol, at 1s. 


The U.S.S.R. Society for Cultural Relations with Foreign 
Countries has issued from Moscow, as a 30-page cyclostyled docu- 
ment, No. 5 of ithe Medical Chronicle for May, 1945, being a special 
issue on the Academy of Medical Sciences of the U.S.S.R. The 
copy received from the Embassy in London may be seen at the 
library of the B.M.A. 


Preparations and Appliances 


AN AID TO TRANSFUSION 
Dr. W. D. LinseLt writes from Cambridge: 


The accompanying diagrams and photograph show a small 
piece of simple apparatus designed to assist transfusion practice. 
The inferior quality of much of the wartime adhesive strapping 
used in transfusions, with its tendency to work loose on the 
slightest movement of patient or apparatus, led me to evolve 
this simple appliance, which gives really rigid clamping of trans- 
fusion tubing to the arm or leg. wae 

The procedure is simple: the transfusion is set up and the 
webbing strap passed round the arm and the splint, the rubber 
tube is placed in the open jaws, and these are clamped firmly on 
to the tube by simply pulling the strap tight. All rotation, 
wriggling, and pulling or pushing of the tube and consequent 
needle displacement are eliminated, except with the use of 
extreme force. 


PLAN 


STRAP ROUND ARM 
AND SPLINT 


JAWS OPEN ‘ 


TAWS CLOSED ON TUBE 
Fic. 2 


The apparatus has been found to be of value in any case 
where transfusions are subject to movement and violence; it 
would, I feel, have been of value on the battle fronts with 
stretcher cases ; it has been found that much ~ cutting down 
on veins and tying in of cannulae is avoided where long-standing 
transfusion is required. 

The photograph shows a leather strap; this has since heen 
replaced by webbing. The whole apparatus can be boiled. 


Fic. 3 


I wish to thank Dr. Paul Sherwood and his colleagues of 
Hill End Hospital, St. Albans, for trying out the apparatus, 
and for helpful advice ; I also wish to thank Mr. W. J. Harris, 
of Messrs. Bailey and Son, Ltd., Oxford Street, W.1, for his 
kind co-operation in the manufacture of the improved pattern. 
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THE MEDICAL FUTURE OF THE COLONIES 


Although through Parliament the ordinary British citizen 
is responsible for the administration of the Colonial Empire 
it is no exaggeration to say that before this war most people 
were profoundly ignorant of conditions in this Empire. 
Private individuals were not as a rule encouraged to visit 
our tropical dependencies, and unless one had many per- 
sonal friends in the colonies it was impossible to get a close- 
up view of them. During the war many people, among 
them doctors, have had to reside willy-nilly for consider- 
able periods in our tropical dependencies. The degree of 
poverty, illiteracy, and ill-health, which cannot be hidden 
from even the most casual observer, has come as a shock 
to many who were brought up to regard the British as 
experts in colonial administration. It is therefore not sur- 
prising that the volume of informed criticism of the condi- 
tions under which colonial peoples live has increased, and 
with it a general resolve that conditions must be rapidly 
and radically altered. Among the tasks which must obvi- 
ously be tackled on a large scale is a raising of the standard 
of health of indigenous populations. Peoples who from 
early childhood are riddled with malaria, who constantly 
suffer from intestinal worms, not to mention urinary bil- 
harziasis, whose venereal disease rate is one of the highest 
in the world, whose diet is constantly deficient in first-class 
protein, even when, as in the “hungry seasons,” it is not 
deficient in everything, whose countries are swept by 
devastating epidemics of cerebrospinal fever and smallpox 
-—such peoples cannot be expected to display much energy ; 
yet without energy they cannot hope to raise their standard 
of life. That the physique and mental alertness of colonial 
peoples can be improved out of all recognition when good 
food and hygienic conditions are applied has been demon- 
strated in no uncertain manner in the Army in the case of 
West and East African troops. If these things can be done 
in war they can likewise be done in peace. Before such 
an improvement can take place it is essential—yet perhaps 
sometimes overlooked—that there must be a highly effi- 
cient medical service. It is therefore pertinent to consider 
whether the medical service which now exists in our 
colonies is efficient, and if it is not whether it can be 
made so. 

It is usual to speak of a colonial medical service, but 
it must be remembered that the Colonial Medical Service 
is a far more nebulous organization than that which guards 
the health of the three fighting Services. Its central organi- 
zation consists solely of a Chief Medical Adviser to the 
Secretary of State for the Colonies and a small assistant 
staff ; there are no full-time specialists or consultants such 
as advise, for instance, the Director-General of the Army 
Medical Service. Even before the war the number of 


colonial medical officers was quite inadequate to deal with 
the enormous amount of work to be done. Statements 
such as the following! were all too common: “ There 
were in 1934 hospitals at Tamale, Salaga, Yendi, Bawku, 
Navrongo, Lawra, and Wa, each under the direct charge 
of a medical officer when one was available.” At the end 
of the war, what with deaths, retirements, resignations, and 
invalidings, there is a very real possibility of a dearth of 
suitable medical officers for service in the Colonial Empire. 
In Nigeria, with a population of approximately 21,000,000 
—nearly half that of Great Britain—there is at present one 
doctor to every 175,000 people, and in certain districts one 
doctor for an area containing 1,000,000 inhabitants. It 
may be that many Service medical officers who have been 
stationed in the Tropics during the war will be anxious 
to take up appointments in the Colonial Medical Service, 
but nevertheless there is a widespread feeling, rightly or 
wrongly, that it is not an entirely happy Service. The 
feeling of frustration, which is far too common among 
medical officers serving in our tropical dependencies, is 
due less to the trying climate and the often inevitable isola- 
tion than to the Sisyphean task of grappling, often single- 
handed, with overcrowded and badly built hospitals, to 
inefficiency of the nursing staff, to insufficiency of up-to- 
date apparatus and drugs, and-above all to lack of stimulus 
and advice from specialists in particular departments. 
Each colony at present has its own medical establishment 
with its own director of medical services. Medical and 
surgical specialists are available in the larger colonies, but 
these officers reside in the capital of the colony, and in 
addition to tieir official duties are engaged in private prac- 
tice and sometimes in teaching : they do not as a rule tour 
their colonies or come into close or frequent contact with 
subordinate medical officers. The question of private prac- 
tice in the Colonial Medical Service is undoubtedly a very 
difficult and controversial subject, and one which leads to 
much discontent. Of the possible reasons for joining the 
Service one is the hope that eventually, while still drawing 
a Government salary, it will be possible to carry on a 
considerable private practice. There are, however, com- 
paratively few stations where large private practices are 
available, and hence competition for such appointments 
is keen. Many would welcome the abolition of private 
practice if it were compensated by an all-round increase in 
salaries derived from insurance payments by all those, 
native and European, who are not entitled to free medical 
attention. 

What can be done to provide an efficient medical service 
for the colonies? It is suggested that to attract suitable 
men there should be a true Colonial Medical Service with 
its own Director-General, responsible directly to the Sec- 
retary of State for the Colenies. The Director-General 
should in his turn be advised by consultants in medicine, 
surgery, hygiene, pathology, and biochemical research, 
who though normally working at the Colonial Office would 
Visit colonial countries at frequent intervals—a not too 
arduous task now that air travel has come to stay. In 
each colony, instead, as now, of an almost autonomous 
medical directorate, there should be a local director of 


1 Report on the Northern Territories of the Gold Coast for the Year 
1937-8, Accra. 
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medical services, subsidiary to the Director-General in 
London and again advised by consultants in the various 
specialties. Many more specialist appointments with addi- 
tional pay should be made available in each colony, while 
with a more co-ordinated service it would be possible to 
arrange for more frequent transfer of officers from one 
colony to another. Thus the possibility of having one’s 
wife and family with one would be greatly increased ; the 
prospect of spending all one’s working life on the West 
Coast of Africa would be small. The possibility of abolish- 
ing private practice should be considered. With a co- 
ordinated medical service throughout the Empire the 
poorer colonies would not be unduly starved of medical 
officers, as has happened in the past, because of the small- 
ness of their budgets. Short-service commissions of five 
years with a reasonable gratuity at the end, and the provi- 
sion of tropical house-physician and house-surgeon appoint- 
ments in the larger colonial hospitals for a year, would do 
much to make up for the present shortage of staff. 

These reforms are suggested only for European medical 
officers. It is obvious that if anything like an adequate 
number of doctors is to be provided they must in large 
part be derived from the indigenous population. Whether 
or not such medical officers are to receive their education 
in the United Kingdom, or in the colonial medical schools 
as yet hardly out of the period of gestation, it is essential 
that conditions in the Colonial Medical Service should be so 
attractive that locally trained doctors do not regard Govern- 
ment service as a servitude to be exchanged as rapidly as 
possible for the more lucrative freedom of private practice. 


UNDERNUTRITION IN BELGIUM 


The great advances in the science of nutrition made 
between the two world wars have directed attention 


mainly to the vitamins and to tests for vitamin defi-— 


ciencies. It was commonly felt that much more would 
be done during the second world war both to prevent such 
deficiencies and to detect those that occurred. However, 
the diets eaten throughout Europe, in both wars, have 
been made up largely of wholemeal flour and vegetables. 
On such diets deficiency of any of the vitamins, except D, 
is unlikely. This is recognized in the report of the investi- 
gations carried out at the University of Liége under 
the direction of Prof. Lucien Brull,' and is confirmed by 
studies on the vitamin content of the blood, the excretion 
of vitamins, and the effect of supplements of ascorbic acid. 
The diets contained adequate amounts of iron. Much 
of this was derived from wholemeal flour, and studies 
described in this report indicate that this iron was well 
absorbed in spite of the phytic acid. Anaemia due to 
deficiency of iron was therefore improbable. The question 
then arises, What tests are there by which the effects of 
undernutrition of this type can be detected and recorded ? 

In the first place, the population as a whole lost weight. 
By the end of 1941 the average loss among those attending 
the out-patient department of the medical polyclinic at 
Li¢ge was 12%. Then, with more regular distribution of 


rations, the growth of the black market, and increase in 
home-grown vegetables, weights became stabilized, and 
during 1943 rose to about 8% below the pre-war level. 
Young persons under the age of 30, however, lost only 
about 4.6% in weight, and recovered this loss in 1943, 
while those over 40 lost 15% or more and remained con- 
siderably lighter up to 1944. The more severe losses were 
largely of superfluous fat. Again, workers in a railway 
goods yard lost from 3 to 15 kg., but most of them 
recovered from 3 to 5 kg. in 1943. Official rations, which 
included almost all the important foodstuffs other than 
vegetables, supplied no more than 2,022 calories in March 
and 1,754 calories in May, 1944. The question arises, How 
did these workers maintain or gain weight on such scarcity 
rations? Actual records showed that only 5 out of 24 
consumed less than 3,000 calories ; some were eating more 
than twice the official rations of bread, potatoes, or butter, 
most of which must have reached them through the black 
market. But few exceeded the meat ration; only 5 got 
more than 25 g. of animal protein per day, and 11 got less 
than 15 g. 

It has been suggested that a low intake of animal protein 
may lead to reduction of serum proteins. Among the out- 
patients seen at Liége the average concentration, calculated 
from the refractive index, checked by Kjeldahls, was 6.99 g. 
per 100 ml., and more than 7 among persons under 40 years 
old. This cannot be considered low. Among 100 boys and 
girls, most of whom were between 12 and 15 years old, 
the average was 6.42 in 1942 ; low figures were found in a 
group of nurses (6.54) and workers in an electric generating 
station (6.6). In a small group of workers the mean fell 
from 7.2 in May, 1941, to 6.6 in June, 1942. However, the 
average concentration found among blood donors in the 
N.W. London blood-supply area? in 1943 was 6.56, though 
the amount of animal protein in the British diet, while 
slightly below the peacetime level, was about double that 
in Belgium. Cases of famine oedema occurred, and in these 
the, concentration of protein in the serum ranged about 
4.5 g. per 100 ml.; it was shown by studies described in 
Prof. Brull’s report that the nitrogen balance was negative 
on the official rations of 1941-2. But nitrogen balance 
became positive when enough butter was added to the 
diet to make the calories adequate. It appears that nitrogen 
balance is maintained when the calories are sufficient, 
unless the total protein falls to a level difficult to reach on 
a diet of ordinary foodstuffs ; famine oedema occurs only 
when the total calories are low. The significance of 
moderate reduction of serum protein remains uncertain. 

Among the Belgian children the concentration of haemo- 
globin was rather lower than was found in Britain in the 
M.R.C. survey”: out of 34 estimations among a group of 
workers, 9 only were above 14.75 g. per 100 ml., which 
Dumont and Dor considered to be the average level in 
the neighbourhood of Liége. There is therefore evidence 
of a slight anaemia. Low concentrations of carotene were 
found in the plasma of adolescents examined in April, 1942. 
This was probably the result of a temporary scarcity of 
green vegetables after a hard winter. The concentrations 
of vitamin A among these adolescents and among workers 
examined in 1941 were normal. The only other deviation 


1 Brull, L., Les Etats de Carence en Belgique pendant Occupation Alt de, 
1940-4, Herman et Cie, Paris, 1945. 


2 Med. Res. Cncl. Spec. Rep. Ser. No. 252, H.M. StationeryfOffice,J1945. 
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from normal found was in the plasma cholesterol of the 
adolescents, which was 29.4% below the normal average ; 
11.7% reduction of lipid phosphorus could hardly be 
considered significant. A similar reduction of cholesterol 
was noted at the end of the last war. 

These investigations illustrate the paucity of tests for 
undernutrition of this type and the need for standardization 
of methods if conclusions are to be drawn from compari- 
son of the results found in different places and at different 
times. If the serum protein in Liége were estimated 
by methods of the same accuracy (or inaccuracy) and 
under the same immediate conditions as those in the 
N.W. London centre, it can be concluded that the amount 
of animal protein in the diet is not the main factor that 
influences the serum protein. But Chibnall and his col- 
leagues have pointed out that the techniques used by 
Kjeldahls in clinical laboratories do not estimate all the 
nitrogen in proteins ; also, serum proteins change consider- 
ably with changes of posture and exercise. For . these 
reasons it may not be legitimate to compare the results 
found in the two laboratories. It is to be hoped that 
every effort will be made to compare the methods used 
in various !aboratories throughout Europe, in order that 
the real significance of their observations may be settled. 


PROGRESS IN THE INVESTIGATION OF SHOCK 


During the war a large amount of experimental work has 
been done, chiefly in the United States, but also in this 
country and in Canada, to elucidate the problem of shock. 
Until now little progress has been made, and shock has 
often seemed an insoluble problem; but recent work by 
Dr. Sanford Rosenthal has begun to shed new light. Many 
other workers have used dogs for their investigations, prob- 
ably for the reason that changes in the circulation could 
not be readily observed in smaller animals. Rosenthal, 
being a pharmacologist, has learnt the lesson that it is 
wise to use small animals whenever possible because large 
groups can then be taken and the percentage in which a 
particular change occurs can be established. He has there- 
fore worked on mice, and has devised methods! ** for 
producing burns of uniform extent, trauma of uniform 
severity, and, jointly with Tabor and Kabat,* haemorrhage 
of uniform degree. Rosenthal found that in all three types 
of injury a high percentage of animals survived an other- 
wise fatal injury if isotonic sodium salts were given in 
amounts of 10% of the body weight. This effect depended 
on the sodium, for all sodium salts were effective, and 
potassium on the other hand was deleterious. Jointly with 
Tabor,’ Rosenthal has now shown that mice in which shock 
has been praduced by application of a tourniquet are very 
sensitive indeed to potassium chloride, being killed by as 
littie as one-eighth of the dose necessary to kill the same 
percentage of normal mice. This increased sensitiveness 
to potassium is specific for potassium, for, while there is 
some increased sensitiveness to other substances, like quini- 
dine, it is slight. The increased sensitiveness to potassium 
was shown not to be due to diminished excretion in shocked 
mice. In another publication Tabor and Rosenthal® have 
examined the salt content of the shocked area. They 
“ pooled ” the hind-legs of groups of mice, and found that 


1 Publ. Hlth. Rep. Wash., 1942, 87, 1923. 
2 Ibid., 1943, 58, 513. 

3 Ibid., p. 1429." 

4 Ibid., 1944, 59, 637. 

5 Ibid., 1945, 60 373. 

6 Ibid., p. 401. 


there is a fluid loss into the injured area amounting to 
3% of the body weight, the sodium loss’ into this area 
being equivalent to 25% of the total sodium of the extra- 
cellular space ; this area loses one-third of its potassium. 
In other experiments they induced shock and then studied 
the effect of administering NaCl by mouth : during the next 
two days it was mostly retained and not excreted, though in 
normal mice it was all excreted ; the potassium excretion 
was much greater than in normal mice. If the potassium 
had not been excreted, as would have happened if the 
mice were suffering from anuria, the amount of potassium 
retained would have been toxic. 

The great advantage of this new work is that it has been 
done on large numbers of animals, and the results are 
convincing. Since the increased toxicity of potassium for 
shocked mice has also been confirmed for rabbits, it is 
now beyond doubt that three important changes occur in 
shock : a large loss of fluid and of sodium into the shocked 
area and a large escape of potassium from it. The likeli- 
hood that death in shock is a potassium death is increased 
by this evidence. Since the urinary changes are the oppo- 
site of those in adrenal insufficiency, it is evident that this 
is not the cause of shock, as has been suggested. 


PITUITARY STIMULATION BY LIGHT 


Last year Benoit and Ott! summarized the results of their 
experiments on the stimulation of gonadotrophin secretion 
by light. In general, previous experiments have shown that 
in birds red light is most effective and blue-green light least 
effective. The authors made a careful study of this aspect 
of the subject, using immature male ducks. Variously 
coloured filters were placed in front of the light source 
and the birds were exposed for 8 to 15 hours every third 
day, being kept immobile at distances from the light source 
so arranged that the energy density of the light was the 
same in spite of differences in wave-length. In the intervals, 
and during the 3 to 6 weeks before the start of the experi- 
ment, the birds were kept in a dim blue light. Ten expo- 
sures were made and the stimulation assessed by measure- 
ment of the area of the silhouette of the testes. The curve 
relating increase in area to wave-length shows a gradual 
rise through the blue-green end of the spectrum to 4 
peak in the red band at about 680 my» and a rapid fall 
with extreme red and infra-red rays. Histologically, full 
spermatogenesis was present in all the birds except those 
exposed to blue light or infra-red rays. 

When the optic nerves were cut or the eyes removed 
light stimulation was still effective. On the other hand 
the wave-length: activity curve closely resembles that 
of normal sight sensitivity in birds. It is concluded that 
light is probably effective through the retina, but is 
certainly effective by direct transmission, probably to the 
hypothalamic regions. The authors prove that the tissues 
of the duck’s head do in fact transmit orange and red 
light but very little blue or green light. When, however, 
light is transmitted almost directly to the hypophysis 
through a quartz rod, blue light is very active—equally 
active as or more so than red light. The general shape 
of the curve is therefore explained by the interplay of two 
factors. The inactivity in the blue region of the spectrum 
is a measure of the insensitivity of the retina to blue light 
and the lack of penetration through the tissues. The 
increase in activity with increasing wave-length indicates 
the greater sensitivity of the retina and greater penetration 
of the tissues, reaching a maximum in the red region 
beyond which, though penetration may still be high, the 
direct effects of such long waves on the hypophysis are 


1 Yale J. biol. Med., 1944, 11, 27. 
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negligible. This differential tissue penetration in birds may 
not be present in mammals, since Marshall and Bowden” 
found little difference in the stimulation produced by dif- 
ferent wave-lengths in ferrets. 

The effects are probably not confined to gonadotrophin. 
In amphibia Voitkevitsch* has demonstrated an increased 
thyrotrophin content in the anterior hypophysis of frogs col- 
lected in spring and exposed to continuous light for 5 days. 
He has also shown that the effect is not cumulative, but 
that continued exposure to the light eventually leads to a 
fall towards the normal thyrotrophin content. Thus it is 
the increase in the amount of light that is the effective 
stimulus—-not the absolute amount of light. This is what 
would be expected, as the effects described are the cause 
of one of the most important phases in the rhythm of 
Nature—the recurrence of the breeding season every spring. 
Ornithologists have long been aware that the young bird’s 
fancy does not turn to thoughts of love merely because it 
is fine weather, but may be induced to do so in coldest 
winter if the bird is exposed to increasing amounts of light 
in the 24 hours. As the evenings begin to draw out in 
spring the increasing hours of light stimulate the hypophysis 
in birds and frogs and others, and the breeding season is 
with us once again. 


MEDICAL RELIEF IN YUGOSLAVIA 


Dr. K. Sinclair-Loutit, U.N.R.R.A.’s director for health, 
welfare, and displaced persons in Yugoslavia, recently gave 
an account at the U.N.R.R.A. headquarters in London of 
his experiences in that Balkan country. During an exten- 
sive tour from Belgrade through Bosnia and Herzegovina 
he found almost incredible destruction, with multitudes of 
people facing winter without shelter save for shell-holes 
and burnt farmhouses. An appalling condition of starv- 
ation and poverty was manifest. The unfortunate thing 
was that there could be no effective partial relief ; it was 
necessary to give total relief, otherwise one might almost 
as well give none at all. Thus it was pointless, for example, 
to deposit food at certain places if no transport was avail- 
able for its distribution, and for such transport as there 
was the truck-wear for one mile in Yugoslavia was 
reckoned to be equal to that for twenty miles in England. 
A serious outbreak of typhus occurred in an overcrowded 
population in Bosnia and called for unusual measures. The 
country was short of doctors, and it was out of the question 
to wait for the graduates of the next university year. There- 
fore the expedient was tried of training a number of high- 
school girls in the technique of injections, and within three 
to six weeks, under the supervision of a few doctors, nurses, 
and pharmacists, these girls inoculated half a million per- 
sons ; and, thanks to the vaccine and D.D.T., the epidemic 
was stayed. Malaria control had to be carried out on a 
large scale ; some villages in Macedonia, said Dr. Sinclair- 
Loutit, were “100% malarious.” One of the legacies of 
Turkish occupation was endemic syphilis, and Yugoslavia 
was the first country in Europe in which penicillin was used 
on a large scale to deal with that scourge. He had been 
able to help the Yugoslav Government in obtaining the first 
supplies of penicillin for civilian use, and he gave penicillin 
for the first time to a case of pneumonia in a town on the 
border of Hungary—the man was in a moribund condition. 
but with penicillin rallied in a day or two. Conditions of 
medical practice so far as facilities and appliances were 
concerned were just now of the eighteenth century, while 
the knowledge was of the twentieth. The improvisations 


1 J. exp. Biol., 1934, 11, 409; 1936. 13 ,383. 
°C. r. Acad. Sci. U.R.S.S., 1945, 45, 357. 


necessary in the medical and nursing field were extraordi- 
nary, and so were the economies that had to be practised. 
In Belgrade the poorest could have a_ physiologically 
adequate diet, but the deprivation of the rich milk for 
which Yugoslavia was famous before the war was severely 
felt. The Yugoslav Government in its zeal for child health 
had devoted one complete section of the Ministry of Social 
Welfare to this. A serologist from Yugoslavia was being 
brought to England to study methods of concentrating sera, 
and a British plastic surgeon was in Belgrade to establish 
a school of plastic surgery there. 


DIETARY ACCOMMODATION IN 


FAILURE 


The composition of the blood is determined not by what 
the mouth ingests but by what the kidneys hold back.' 
When critical selection is seriously reduced by disease the 
kidneys keep what they should excrete, and eventually there 
is uraemia. On an ordinary mixed diet the end-products 
excreted by the kidneys are predominantly acid and the 
protein end-products demand much renal work. In renal 
failure, therefore, it is reasonable to suppose that a diet 
which provides an alkaline ash and fewer protein end- 
products lessens renal work. The dietary coat can be cut 
according to the renal cloth, and there may then be an 
increased prospect of the kidneys’ living within their 
diminished exercise tolerance. A diet conforming to these 
principles has been advocated by Kempner.” Although, 
perhaps, he arrives at his working hypothesis in a more 
original manner, Kempner reports good results in the treat- 
ment of renal disease with a diet composed of rice and 
fruit juices. In a daily total of 2,000 calories the diet con- 
tains only 20 g. of protein and 5 g. fat. Unless there is 
evidence of salt deprivation, no salt is allowed. No extra 
water is given, and the total fluid is usually limited to 
700-1,000 c.cm. of fruit juices. A vitamin and iron sup- 
plement is given daily. Nitrogen equilibrium was main- 
tained on the diet over prolonged periods, and there was 
no significant depletion of salt or fall in haemoglobin. 
Such a diet would be unobtainable in England at the 
present time, and Kempner agreed it will never be popular. 
The food is monotonous and does not taste good. The 
patient has to eat it for a long time before its full effects 
become apparent, and the diet becomes worthless if it is 
modified by so-called small or minimal additions according 
to the patient’s own taste. There is, in fact, only one 
excuse for such a therapy—and that is, it helps. The 
most impressive effects of Kempner’s diet were in chronic 
Bright’s disease with renal failure. In more than half the 
cases treated there were a reduction of retained nitrogenous 
end-products, a fall in blood pressure, and a general clinical 
improvement. In essential hypertension, also, the blood 
pressure was often significantly reduced. The results are 
a reminder that even when structural and functional con- 
traction of the kidneys is beyond repair, what the mouth 
ingests may rectify what the kidneys keep. It would per- 
haps embarrass the kidneys less in the process if they were 
provided with a more generous fluid intake. 


RENAL 


The next session of the General Medical Council will 
begin on Tuesday, Nov. 27, at 2 p.m., when the President, 
Sir Herbert Lightfoot Eason, will take the chair and deliver 
an address. 


1 Smith, H. W., Lectures on the Kidneys, 1943, Baltimore. 
2 North Carolina med. J., 1945, 6, 61, 117. 
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A STUDY OF NEUROSIS AMONG 
REPATRIATED PRISONERS OF WAR 


BY 


W. H. WHILES, M.R.C.S., L.R.C.P., D.P.M. 
Major, R.A.M.C.; Army Psychiatrist 


The problems of the soldier returning home after a long period 
as a prisoner of war are so important that special study and 
consideration are necessary. In view of the large numbers 
who have recently returned and others who are yet to be 
repatriated from the Far East I feel that the facts already 
recognized should be made available. This study is based 
upon the investigation of 100 soldiers, all returned prisoners of 
war, consecutively admitted to a military neurosis hospita! 
between January and May, 1944. As Wilson (1944) has pointed 
out, these patients are in many ways unlike any other type of 
neurotic and require special handling. This is because during 
their period of absence they have been living a peculiar and 
unnatural existence in which restrictions, boredom, deprivations, 
and living in a limited community are the most important 
features. 

Clinical Picture-—All cases could be classified into the usual 
clinical types. Nevertheless, all patients showed certain 
symptoms which were more intense than is usually seen. 
Irritability and inability to stand any form of restriction, com- 
bined with a marked restlessness and depression, dominated the 
clinical picture. Paranoid features occasionally seemed striking, 
but these rapidly subsided as co-operation was established. 
The men showed limitation of all interest, difficulty in making 
any social contacts, poor concentration, preoccupation with their 
own problems, and a well-marked tendency to show resentment 
towards anyone and anything. 


Onset of Symptoms 


Pre-capture Conditions—24°%, of cases had developed their 
symptoms before being captured. These were the usual types 
of psychoneurosis which show themselves under battle stress. 
They were mostly men with marked neurotic traits: 50% had 
a neurotic family history, 25% had shown previous break- 
downs, and 60°, had shown pronounced neurotic traits in 
childhood. Thus they all had a definite predisposition to 
break down. 

On Capture and in P.O.W. Camp.—44°% first showed 
symptoms on capture or in the P.O.W. camp. In these a 
wide variety of factors were of aetiological importance, but 
in most instances the traumatic factor was chiefly of conse- 
quence because of the way it fitted into the previous personality 
pattern. The last thing the men thought of before capture was 
the possibility of being taken prisoner ; only death and wound- 
ing had been envisaged. The result was that their shock on 
capture was all the greater because of lack of mental 
preparation. 

Restriction of freedom was felt by all, but the traumatic 
effect seems to have depended upon predisposition in the pre- 
vious personality. Of particular importance was a disturbed 
early home life with consequent poor father relationship and a 
tendency to rebel. Of 30° who stressed restriction 22% had 
shown delinquency in childhood, such as stealing and wander- 
ing. Another 33° had had disturbed early home-life condi- 
tions, and two of these had been continually in trouble in the 
Army because of resentment of all discipline. Thus 55%, were 
individuals who, from their history, one would have expected 
to react badly to any restriction of liberty. 

Food was an all-absorbing, all-important subject in the 
Stalag, becoming the main centre of interest and conversation 
around which everything else revolved. There were, however, 
two main types who emphasized food problems particularly: 
(a) Men with backgrounds of insecurity who could not stand 
any deprivations. The limitation of food was more than they 
could bear; they had no faith in their ability to recuperate, 
and became absorbed in their fears about their bodily health 
with marked hypochondriacal trends. In some this was the 
beginning of continued dyspeptic symptoms for which no 
physical basis could be found. Others had shown a tendency 
to dyspeptic symptoms at any time of crisis in civil life. (b) The 


second group was those who had always laid particular stress 
on physical strength and prowess. When they found them- 
selves becoming weak through inadequate food they began to 
fear that they would never be real men again. 

The case of a corporal who received news that his fiancée 
had given him up and married someone else is of interest 
because it leads on to the next point—namely, guilt about 
being captured. He received a letter from his fiancée to say 
she had now got a “ real” man—* not one who was a coward 
and had got himself captured.” He commented that other men 
got similar letters. 

The feeling of guilt at being captured was most common 
in the men who were of good morale before capture. Not oniy 
was this a reaction to the traditional attitude that a good 
soldier is not taken prisoner, but a number of men who were 
feeling the strain of action before capture and were having 
difficulty in adjustment to their fears experienced a feeling of 
relief when first taken prisoner. “ At any rate I’m alive. The 
war is over for me now,” were the consolations they offered 
themselves. 

This very feeling of relief brought a subsequent feeling of 
guilt, and was a potent factor in precipitating the onset of 
depression during the P.O.W. period and of difficulties on 
repatriation. It made them afraid of not being wanted on 
return home, of being despised or thought badly of, making 
them withdraw into themselves, avoid company, and become 
suspicious of every approach made to them. It should be 
emphasized that in only a small proportion of cases is this 
sense of guilt realized by the man himself and that one must 
be very cautious about approaching it, otherwise acute reactions 
may be precipitated. 


The “ Release ” Syndrome 

The discomforts of camp life, the lack of space, the over- 
crowding, the lack of privacy, the outbreaks of disease, the 
lack of food, were all overshadowed by their resentment and 
disappointment at the non-fulfilment of their hopes on repatria- 
tion. Of this series 32% developed the “release” syndrome 
described by Newman (1944). All these showed fewer pre- 
disposing personality factors than were present in the other 
groups. Only 4% of them had had marked neurotic traits 
in childhood, 69 were cyclothymic personalities, 2°. had a 
history of delinquency in childhood, and 2° were obsessionals 
but had not had previous breakdowns. These “ release ” prob- 
lems have several aspects. The common ones of fear of open 
spaces and feelings of helplessness, of having to manage one’s 
own life like a child bereft of routine and authoritarian guid- 
ance, soon faded, and were replaced by an ambivalent attitude 
of wanting to be free and wallow in their freedom, and a 
longing for the monotonous security of camp life again. 

On their return to this country the men were given a long 
leave, and during this time they found it difficult to adjust 
to the changes produced here by the war. England in 
wartime was very different from the pre-war England of their 
nostalgic dreams. Some of them had little desire to mix with 
people, finding that they knew scarcely anything of the current 
topics of conversation, and wanted to shrink into themselves 
Their only topic was the life of a prisoner of war, and they 
felt themselves in danger of becoming crushing bores on that 
subject. They also pictured the home standing still—home and 
themselves being just as they were—forgetting that with the 
passage of time both had changed. This is true of all men 
who are away from home for long; but Stalag life gives excess 
time for fantasy elaborations and fewer factors which bring 
one back to accepting reality. They could not realize other 
changes they would find, such as wives and relatives all working 
long hours. After the first rejoicing at home-coming, friends 
therefore seemed to have no time to give to the man returned. 
He felt obliged to entertain and lock after himself, which ts 
just what he cannot do at first. He feels like Rip Van Winkle 
—so many things are strange and d'fferent. He is shy of making 
a fool of himself, or making himself ridiculous asking for 
things in shops which are no longer obtainable, not knowing 
all about points and coupons. It is difficult for relatives to 
realize all the things which these men will find strange and 
bewildering. They have spent day after day in a dull ordered 
routine, no plans to make, no decisions to take, no responsi- 
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bilities. Then suddenly they are back and have to organize 
their own lives all over again, often taking over responsibilities 
they are not yet ready for from a wife who has been carrying 
too much. As one man put it: “I found myself transplanted 
from a place of quietness to a busy town. I seemed to be trying 
to grasp so much all at once. I couldn’t absorb it all.” 

One of the most important problems on return home was 
that of the broken marriage, which formed the main feature 
of 25%. of the series. Relatively few of these men had known 
or would have tolerated the thought of their wives’ infidelity 
while they were “in the bag,” and consequently found them- 
selves confronted with an entirely unsuspected situation. 
Another group of men, emotionally immature and with funda- 
mental insecurities about their domestic situations, had found 
their fears of infidelity accentuated by irregular mail during 
captivity. This led to many misunderstandings on repatriation 
feave, although often there was no basis for these suspicions. 
Finding that wife or fiancée had become more mature, more 
sophisticated, or had developed new and wider interests 
demanded readjustments which some found impossible. In 
all these problems relatives may need almost as much help 
as the patient himself, and the psychiatrist must be prepared 
to encourage visits and close co-operation throughout treatment. 
This has been particularly stressed by Torrie (1945). 


Treatment 


All the usual methods of treatment—continuous narcosis, 
modified insulin therapy, and abreaction under pentothal—were 
used. Those showing acute anxiety symptoms responded best 
to continuous narcosis. Otherwise individual interview, 
augmented by group psychotherapy, was the most effective 
approach. By free discussion in groups they were able to 
ventilate grievances or misunderstandings. They discovered 
that others were facing similar problems, and so no longer felt 
isolated or “queer.” Confidence rose while working out 
common difficulties, and they were helped to appreciate more 
what their relatives at home had been contending with in their 
absence. Social readaptation was further helped by dances and 
parties to which local inhabitants invited them. At first, how- 
ever, most men avoided these, tending to cling to their own 
group and fearing to extend contacts to a wider circle. The 
presence of A.T.S. and V.A.D. personnel in the hospital helped 
to break down the barrier. 

All the repatriates showed great fear of being pitied, and 
felt at first that no one who had not been through similar 
experiences could appreciate their particular feelings and prob- 
lems. Consequently at interviews they needed to be allowed 
to lead the conversation. The normal discipline of a military 
hospital was relaxed and they were given more, free time in 
which to try out the freedom which at first ae found so 
difficult to accept. In a ward together they were able to draw 
a feeling of security from each other, and this could then be 
used to wean them from undue dependence. Gradually broad- 
ening their social field, they were later able to take part in 
every sphere of the full community life of the hospital. 

Feeding was found to present interesting and important prob- 
lems. Their lives had centred around food for so long that 
it had come to symbolize all their recent deprivations and 
insecurities. A suspicious, almost paranoid attitude about 
rations was sometimes apparent, and they felt they were being 
unfairly treated if anything different was served in any other 
part of the hospital. The sister in charge helped them over 
these and other difficulties by listening to their worries and 
complaints with unwearying patience. 

Throughout treatment it became clear that those repatriated 
prisoners of war who show neurotic symptoms need a special 
approach to avoid their symptoms becoming aggravated into 
asocial trends. Careful handling and understanding not only 
bring a greater happiness and security to the individual but 
avoid what might otherwise become a wider social problem if 
men are left feeling restless and disgruntled because they 
do not understand themselves. 


Summary 
A review is made of 100 returned prisoners of war who showed 
evidence of psychoneurosis. 
Factors prior to capture, in the prisoner-of-war camp, and on 
release are discussed. 


It is suggested that the type of stress most traumatic to each 
individual depends upon the previous personality factors. 

The importance of broken marriages and of welfare problems 
needing help on return home is emphasized. 

The methods of treatment found most useful are outlined. 


I wish to thank Col. L. M. Rowlette, D.S.0., M.C., for permis- 
sion to publish this paper, and Lieut.-Col. A. Torrie for his 
encouragement and help. 
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MEDICAL POETS 

Many medical men in this country have been poets—one 
bibliography gives 156 names—but only two, in the view of 
Sir ARTHUR MACNAaLty, who devoted his presidential address 
in the History Section of the Royal Society of Medicine to the 
influence of medical poets on English poetry, have scaled the 
heights of Parnassus. Those two were John Keats and Robert 
Bridges, and both of them abandoned medicine for poetry. 

Sir Arthur MacNalty traced medical poets from the 
Spenserian period, beginning with Phineas Fletcher (1582- 
1650). The most noteworthy name among Elizabethan poet- 
physicians was Thomas Campion (1567-1619), who was 
educated at Peterhouse, Cambridge, but took no degree. His 
first collection of poems appeared in 1601, but not until 1606 
did his name appear as a doctor of physick ; he had probably 
studied medicine at one of the Continental universities. W. E. 
Henley described him as a curious metricist, and Sir Sylvanus 
Vivian, who edited his works, said that he was a master of 
subtle cadences. Sir Thomas Browne (1605-82) was not often 
thought of as a poet, but the Religio Medici was one of the 
most beautiful prose poems in the language, belonging to that 
brilliant age before poetry and prose divided their domain. 
A medical poet of the time of James I was Abraham Cowley 
(1618-67), an exponent of the metaphysical flight in poetry, 
whose lyrics survived in modern anthologies. Cowley never 
practised medicine, but, believing botany necessary to a phy- 
sician, composed several books on herbs, flowers, and trees. 
Another medical poet of this period was Henry Vaughan 
(1621-95). In the neo-Augustan period there were many 
medical poets and wits, among them John Arbuthnot (1667- 
1735), friend of Pope and Swift. Sir Samuel Garth (1661-1719), 
Sir Richard Blackmore (1650-1729), and, in spirit if not strictly 
in time, Mark Akenside (1721-70), who had true poetic gifts, 
though his first works were overrun by learning and exactitude. 
Erasmus Darwin (1731-1802) must be mentioned if only for 
his poem Botanic Garden, Goldsmith (1728-74) as_repre- 
senting the new age in poetry when it began to deal with 
nature and everyday life, and Crabbe (1754-1832) as one of 
the last of the classicists in form and one of the first of the 
realists in matter. 

Then came Keats (1795-1821), whose writing was the re- 
incarnation of the Greek spirit of poetry, and whose far- 
reaching influence was traceable among the poets of the 
Victorian age. Lovell Beddoes (1803-49) had never received due 
recognition, perhaps because he never decided whether to 
devote himself exclusively to physiology or to dramatic poetry. 
Medicine’s poet laureate was Robert Bridges (1844-1930)—her 
only laureate, though Southey was for a short time a medical 
student in the department of anatomy at Oxford. Bridges’s 
Testament of Beauty, published in 1929 on his 85th birthday, 
was unique as the work of an octogenarian. Of his earlier 
poems, On a Dead Child could probably only have been written 
by one who had been a children’s physician. The name of 
Ronald Ross should be mentioned; and Henry Head and 
Charles Sherrington had written poems of merit in intervals 
between their scientific work. But it was evident, Sir Arthur 
MacNalty concluded, that a divided allegiance prevented the 
attainment of the sublimest heights in poetry. It was fortunate 
that John Keats laid down his lancet to take up his lyre. The 
student of medicine who received the divine afflatus should 
decide forthwith at which altar he would serve if he desired 
to be pre-eminent in either calling. 
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THE DISCOVERY OF X RAYS 
COMMEMORATIVE MEETING R.S.M. 


To commemorate the fiftieth anniversary of ROntgen’s discovery 
a series of meetings were arranged in London on Nov. 8, 9. 
and 10. An inaugural meeting at the Royal Society of Medicine 
was presided over by Lord Horder and attended by the Minister 
of Health, Mr. Aneurin Bevan, and four short addresses were 
given. 

Lord Horper spoke as one who had consistently believed 
in the potentialities of x rays and had done his utmost to see 
that the field of medicine was infiltrated effectively by the new 
(as it was in his young days) method. It was actually in the 
year before he qualified that RGntgen announced his discovery. 
In 1898 Hugh Walsham wrote his first paper on the subject, 
saying characteristically that the experience of the last three 
years had been sufficient to prove the usefulness of R&ntgen’s 
discovery to the surgeon, but that in his view the systematic 
application of the rays to the diagnosis of chest diseases would 
prove of equal value to the physician. To-day there was scarcely 
a nook or corner of the body which had not had this method 
applied to it, and this was becoming more and more true in 
respect of function as well as of structure. Indeed, the limits 
of the uses of x rays were not yet known. The adaptation of 
this instrument to special purposes marched with their extended 
knowledge of the range and applicability of the method. The 
lack in the field of radiology at the present time was in respect 
of availability to the community. 

In medicine the discovery of a principle, or of a new tool, led 
to an cra of rapid advance, and the summation of those 
advances produced the corpus of knowledge which the doctor 
possessed at any one time. ‘ With the discovery of principles,” 
Lord Horder said, “we associate immortal names: Harvey. 
Jenner, Pasteur. With tools we associate names no _ less 
immortal: Layvenhook, Helmholtz, Laennec, Réntgen.” 

After those present had stood for a few moments in silence 
in memory of Wilhelm Conrad RGntgen, the first of the several 
tributes was paid by Dr. R. E. RosertTs, representing the Faculty 
of Radiologists. He paid a tribute not only to R6ntgen, but 
also to all the early workers, lay and medical, some of whom 
had suffered grievously in making their pioneer investigations. 
Radiology was indebted not only to medical men but to lay 
radiographers, physicists, electrical engineers, builders of 
x-ray apparatus, chemists, mineralogists, and photographic 
experts. What all these had contributed to the technique, the 
scope, and the safety of the task of the medical radiologists 
was beyond computation, but first of all medical radiologists 
recalled with admiration and respect Wilhelm Conrad R6ntgen, 
the founder of their science. 


Radiology’s Position in Medicine and Surgery 


Dr. JAMES BRAILSFORD, representing the Royal Society of 
Medicine, said that by 1896, the year following the discovery. 
almost every structure of the body had been investigated. In 
that year, during a military expedition on the Nile, fragments 
of metal and other foreign bodies in the tissues were detected 
and localized, as well as stone in the urinary tract. Fluoro- 
scopy, stereoscopy, ciné-radiography, flash photography—in 
short, most of the radiographic procedures familiar to-day 
were devised within a few months of the discovery. The 
Archives of Clinical Skiagraphy was published in 1896, with 


the object of putting on record some of the most striking 


applications of the new photography to the needs of medicine 


and surgery. This was the forerunner of all the radiological 


journals of the world. The R6ntgen Society of London was 


founded in 1897, preceding by eight years the foundation of 


the German RO6ntgen Society. It eventually became the British 
Institute of Radiology. As illustrating the advances which had 
been made he mentioned that a radiograph of the hand in 1896 
had an exposure of 15 minutes aad then only the coarse struc- 
ture of the bones was revealed. With improvement in the 
construction of the x-ray tube and the speed of plates and 
intensifying screens, radiographs could now be taken of the 
thickest part of the body in one-hundredth of a second or less. 
Much had been learned about the normal and the abnormal : 


often it was possible to recognize the nature of pathological 
processes. ‘In the realm of radiotherapy there had been great 
achievements, although the cure for cancer remained elusive 

At this point the Minister of Health had to leave, as he 
stated, “to meet the doctors’ at the House of Commons. In 
reply to a vote of thanks for coming to the commemoration 
proposed by Dr. Rohan Williams, Mr. ANEURIN BEVAN said 
that his reason for being there was to identify the Government 
with their grateful recollection of the work of Réntgen. He 
had been provided by his Department with a learned speech 
which he might have delivered, but to do so would have been 
a pretence to knowledge which he did not possess. Part: of 
his own task was to make the discovery of healing science and 
art available to the great mass of the population. What better 
tribute could he pay as a layman to the memory of Réntgen 
than to try to make the results of his work available to every- 
body in the country no matter how poor or how remote? The 
desire of the Government was to create for the people the best 
kind of medical service that medical science could provide, 
and in that endeavour he knew he would have the support of 
all those who were working in this field. 


Rontgen’s Influence on Medical Physics 


Prof. F. L. Hopwoop, representing the British Institute 
of Radiology, said that R6ntgen was a physicist, not a medical 
man, and it was surely no accident that it was another physicist. 
Silvanus Thompson, who was the prime mover in founding the 
R6ntgen Society. R6ntgen, indeed, created three new pro- 
fessions: those of radiologist, radio-biophysicist, and radiog- 
rapher. Alluding to the great work which had been done in 
the field of protection and to the international agreements 
governing apparatus and material, he said that there need be 
no more x-ray martyrs. There was international agreement 
also with regard to the principles and use of x-ray dosage. 
Based on the new knowledge of nuclear physics of which 
R6ntgen was one of the early pioneers, one line of research had 
led to the production of the atomic bomb, another to the under- 
standing of the phenomena in the interior of the farthest star. 
and another to the production of artificially prepared radio- 
active elements in amounts and variety far exceeding anything 
previously thought possible. Prof. Hopwood mentioned the 
development of supervoltage equipment and the new researches 
in the field of radio-activity and the living cell. The “new 
alchemy” must exert a profound influence on the medical 
physics of the future. It foreshadowed a new type of therapy— 
radio-chemotherapy. He spoke specifically of the work of the 
department at St. Bartholomew’s, in association with a team of 
workers in Berlin, the result of which had been the production 
of radio-activity in elements not hitherto so transformed. The 
new discoveries and resources of réntgenology would enable his 
clinical colleagues to achieve a degree of control over pain 
and disease hitherto unobtainable. It was in his faith that the 
medical physicist paid his tribute of respect and admiration for 
the work and gifts of R6ntgen. 

Mr. CUTHBERT ANDREWS, representing the Society of Radiog- 
raphers, paid the final tribute. In the early days of x-ray work. 
he said, the significance of the technician as distinct from the 
medical man had not been worked out. By 1920 some of the 
more far-seeing radiologists had realized that the lay worker 
was fast becoming a very important factor in the development 
of x-ray work. The Society of Radiographers, with the late 
Sir Archibald Reid as its first president, was founded in 1921. 
He recalled soine of the well-known names, medical and lay, 
associated with its early days and with the development of this 
growing science—Robert Knox, Campbell Swinton, Harrison 
Orton, C. E. S. Phillips. Stanley Melville. and many others. 
To-day the membership of the Society was 2.123. the majority 
being women, and the relations between the medical radiologist 
and these ancillary workers were excellent. ; 

Dr. A. E. BarcLay, in proposing a vote of thanks to Lord 
Horder for presiding, recalled that Lord Horder in his 
Mackenzie Davidson lecture ten years ago declared himself 
more indebted to the radiologist than to his colleagues in other 
branches of medicine, not even excluding surgery and path- 
ology. Lord Horper said that he still subscribed to that 
statement, and that certain criticisms which he had made of 
radiology on the same occasion were now no longer valid. 
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Acute Inversion of the Uterus 


Str,—I unfortunately overlooked the Journal of Sept. 15. 
When I read Dr. O’Sullivan’s paper (Sept. 1, p. 282) I looked 
upon it as an interesting clinical record, but when I found from 
the correspondence on Sept. 15 (p. 366) that it has stimulated 
an advocacy to scrap the basic principle of the treatment of 
the complication which has proved successful for the past 
fifty years, or the substitution therefor of a kind of Chinese 
torture, I feel it incumbent to intervene. 

The basic principle of the past fifty years is pointed out by 
Dr. Batty where he says, “ Far more emphasis should be placed 
on the immediate reinversion—i.e., replacement—of the uterus 
whatever the condition of the patient,” and “Surely the treat- 
ment of any case of shock is to treat the cause first if this is 
known.” Dr. O'Sullivan suggests a method of doing this which 
may be an improvement on the method by manual taxis, and 
Dr. Batty observes, “If this simple method were used as the 
first treatment to combat the shock, few other measures would 
be required.” But Dr. O'Sullivan only advocates this “ before 
shock develops,” and says the treatment is to be deferred until 
the shock is controlled. Again Dr. Batty gets to the core with, 
“But will it not usually be found that the shock appears at 
the same time as the inversion develops ?” and he confirms 
Dr. O’Sullivan’s observation that the degree of shock is out 
of all proportion to the amount of blood lost. Further, as 
seen from the six cases recorded, the shock is not easily or 
speedily combated, and, as in Dr. Batty’s third case, may even 
cause death within a couple of hours. It is with full recognition 
of these facts that the basic treatment by deep anaesthesia and 
immediate replacement has been evolved in the past fifty years. 

Munro Kerr (1916) collected 21 cases ; 6 of the patients died ; 
but he wrote: “The reduction was usually accomplished 
without much difficulty. In two it failed and in two it was 
difficult.” We haven't the details of his cases, but conditions 
for midwifery at this time were very different from the present 
day; a great deal was domiciliary and conducted by very 
unobservant persons ; therefore one is justified in assuming that 
there was much greater delay than in the six cases just reported, 
four of which occurred in modern institutions in the hands of 
skilled attendants. The other two patients were admitted to 
such an institution about two hours after collapsing. 

Munro Kerr discussed the methods of treatment, essentially 
condemning radical surgery suggested at the time. He shows 
his preference for immediate replacement, while endorsing the 
fact that spontaneous reduction did sometimes occur, and stated, 
“In such cases undoubtedly deep anaesthesia and especially 
chloroform is of great advantage.” Others with experience of 
the complication endorsed these views. I, from a study of the 
cases in the Rotunda Maternity since 1896 and my own 
experience of two cases, did the same. Solomons had two 
cases and found the treatment easy and the speedy recovery 
dramatic. No case of complete inversion has occurred in the 
Rotunda since 1915. In my book (1923) I said: ‘ The fundus 
must be replaced at once. . . . Complete anaesthesia will help 
to relax the cervix. . . . Ergotinine and pituitrin should never 
be given before reduction.” I saw no reason to alter the 
paragraph in my second book (1937). 

It is worth considering the nature of the complication. There 
are two stages rather than types—partial and complete ; they 
follow fairly rapidly on each cther. It is not necessary for the 
uterus to be atonic ; it may be actively contracting but going 
extremely flabby between contractions. The placenta may be 
wholly adherent in situ, and in that case the inversion is started 
by pressure from above, so-called Credé’s method, or traction 
on the cord. More often the placenta is partially detached, 
and probably has some area of abnormal adhesion which drags 
cown the fundus as the placenta is being extruded even by the 
uterine action, but most often aided by efforts to express it, 
as it is in these cases that there is some degree of third-stage 
haemorrhage. It is difficult to conceive how the development 
of the partial stage can be overlooked during the management 
of the third stage of labour by anyone competent to conduct 
even a normal case. 


Two partial cases occurred in the Rotunda during my master- 
ship, were recognized at once by abdominal palpation, the 
placenta was removed manually, and the mere introduction of 
the hand replaced the fundus. There was no shock. The 
reason for this is perfectly shown by Fairbairn (1924) in his 
illustration of a specimen of partial inversion: the fundus is 
down to the cervix but the ovaries are still on the brim of the 
inversion funnel. When the inversion becomes complete the 
ovaries are drawn within powerful muscle walls and subjected 
to severe and continued, even if intermittent, pressure. Intense 
shock immediately appears and persists because the cause !s 
persisting. The condition is exactly comparable to a not 
uncommon sight on the football field from a blow on the 
testicle, or a foul blow in boxing, and the appearance of the 
victims very alike-——pallor, sweating, agony. I think there has 
been a death from a foul blow in boxing, but as a rule the 
symptoms rapidly subside because the cause is not continuing 
and the footballer resumes the game. In the case of inversion 
the cause persists and will be removed rapidly only by replace- 
ment. If this is not effected the patient remains critically ill 
for several days until ovarian sensation is lost. From this it 
seems obvious to me that the first essential is deep anaesthesia, 
irrespective of the state of the patient, sufficient to eliminate 
all sensation, and then immediate replacement, which will be 
found to be remarkably easy and the manipulations for which 
will not precipitate further shock if the anaesthesia is complete. 
When the patient returns to consciousness she will be com- 
pletely free from signs of shock. 

Dr. O'Sullivan has suggested a remarkably interesting sub- 
stitute for manual taxis, but the delay in preparing the douche 
may discount any advantage ; to me the hydrostatic distribution 
appears an ideal method of applying the pressure necessary to 
replace the uterus, but that is all; it does not justify his and 
others’ suggestions that the essential treatment should be 
deferred while shock is treated. He is also to be congratulated 
on his photographic enterprise, for he has produced the most 
perfect illustration of the condition, which I hope will take the 
place of the deplorable post-mortem travesty reproduced from 
Bumm, which is given in several old, and repeated in some new, 
textbooks. 

To complete the subject I would like to refer to one point 
which was not settled definitely thirty years ago. If the placenta 
is partially detached, as it is in most cases, it should be removed 
before replacement ; but if it is wholly adherent it is utterly 
impossible to locate the demarcation between its edge and the 
uterine wall, the replacement should be effected with the 
placenta, and when in place the edge of the placenta becomes 
normally evident. If this practice is adopted it will probabiy 
avoid the further complication met by Dr. O'Sullivan of a rup- 
tured uterus.—I am, etc., 

Dublin GIBBON FitzGIBpon. 


The Aetiology of Gall-stones 


Sir,—Sir James Walton (Nov. 3, p. 593) has lent the weight 
of his authority to the theory that gall-stones arise because of 
infection of the gall-bladder. In many fields of medicine and 
surgery there has been, since the discovery of micro-organisms, 
a tendency to overstress the importance of bacterial infection 
and to underestimate metabolic and mechanical factors. 
Nowhere is this more clearly seen than in gall-bladder disease. 
There is a considerable body of evidence, to which your dis- 
tinguished contributor makes little reference, that gall-stones 
arise aseptically, that complicating gall-bladder lesions are 
essentially mechanical in origin, and that bacterial invasion is 
a possible but not inevitable consequence. The danger that 
Sir James’s professional distinction may help to perpetuate a 
theory unsupported by scientific observation and investigation 
impels me to submit some of the evidence for the thesis that 
infection of the gall-bladder arises because of the pre-existence 
of stones. My argument is based upon numerous observations 
(only in part published owing to the intervention of the war, 
but see Glasg. med. J., 1934; Brit. J. Surg., 1934, 1937, and 
1940), from which I take leave to select and quote a few. 

1. Gall-stones are encountered on occasion in sterile, histo- 
logically normal gall-bladders, but inflammation or infection 
of the gall-bladder is excessively rare apart from the presence 
of stone or stones. 
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2. “ Acute obstructive cholecystitis ” is essentially a condition 
of infarction of the mucosa of the gall-bladder due to the 
impaction of a gall-stone in the neck of the gall-bladder. This 
is true even in the rare examples of the disease occurring in 
infancy. 

3. While it is rare to encounter the typhoid bacillus in the 
gall-bladder, the biliary carrier state is dependent upon the 
pre-existence of cholelithiasis. 

4. In a histological and bacteriological study of large num- 
bers of surgically removed gall-bladders certain well-defined 
groups can readily be arranged in series as follows: (a) Histo- 
logically normal, sterile gall-bladders. (b) Cholesterosis gall- 
bladders, also sterile. (c) Histologicaliy normal and cholesterosis 
gall-bladders, containing stones, but sterile. (d) Examples of 
“acute obstructive cholecystitis ” (vide supra), from about half 
of which organisms are recoverable. (e) Chronically inflamed, 
fibrosed, stone-containing gall-bladders, about half of which 
contain cultivable organisms. (f) Examples of empyema of the 
gall-bladder, all giving positive cultures, and almost invariably 
containing stones. 

The organisms isolated are, generally speaking, quite non- 
specific—e.g., coliform bacilli, streptococci, mainly non- 
haemolytic, occasionally anaerobic bacilli, rarely typhoid 
bacilli. 

The conclusion seems to me inescapable that in the chain of 
inflammatory, degenerative, and infective processes to. which 
the gall-bladder is subject the first incident which marks the 
departure from normal is the formation, as a consequence of 
metabolic error (in the widest sense of the term), of a gall stone 
or stones. The stones having formed, obstructive attacks may 
follow, and organisms of varying degrees of virulence find 
lodgment as a result of quite fortuitous combinations of 
circumstances. 

To conclude, a striking inetaphor endures when flat state- 
ments of a fact are forgotten, but in this quality of persistence 
danger lies, when a cherished ornamental phrase obscures truth. 
An excellent example of this phenomenon is Moynihan’s dictum 
(quoted by Sir James): “ Every gall-stone is the tomb-stone of 
a dead bacterium.” Jt is so untrue that it has no place except 
on the museum shelves of surgical catchwords. If its removal 
seems to leave an intolerable gap I offer in its place an inelegant 


couplet : 
P “When gall-stones dam the bilious stream 


Its banks may rot and microbes teem.” 
am, etc., 
Glasgow. W. ARTHUR MACKEY. 


Acroparaesthesia 


Sir,—In the Journal of Nov. 3 (p. 596) Dr. F. M. R. Walshe 
elaborates a simple explanation for the majority of cases of 
acroparaesthesia in women. From his array of circumstantial 
evidence he suggests that most cases constitute a rib-pressure 
syndrome due to atonic drooping of the shoulder girdle, the 
rib in question being the normal first rib. The word “ atonic ~ 
in this sense should, I think, refer not merely to muscle, but 
also to ligamentous and other fibrous constituents of the 
shoulder girdle. 

I have been more or less interested in acroparaesthesia almost 
since the term was first introduced fifty-three years ago 
(Schulze, Disch. Z. Nervenheilk., 1892, 3, 300), but the increased 
number of cases during the war (notably in hospital out- 
patients) made me recently sum up the main data bearing on 
the nature of the condition (Weber, Med. Pr., 1945, 214, 226) 
as I saw them, and I remarked that much still remained to be 
elucidated. Dr. Walshe’s paper does, I think, really throw 
some fresh light on the subject, and he comes to a conclusion 
of fair plausibility. With Ben Jonson one may say: 

‘* How near to good is what is fair, 
Which we no sooner see, 
Than with its form and outward air 
Our senses taken be.” 

There is, however, one feature which Dr. Walshe does not 
take into consideration—namely, the frequency of the associa- 
tion of acroparaesthesia in middle-aged women with Heber- 
den’s nodes. This has been obvious during the recent war. 
but the frequency of this association was already observed by 
Rosenbach (Z. Nervenheilk., 1890, 13, 199) two years before 
the actual term “acroparaesthesia”’ was first introduced. 
Indeed, Rosenbach, from a study of cases of acroparaesthesia, 
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seems actually to have re-discovered and carefully re-described 
what we usually call Heberden’s nodes. To a certain extent 
this association supports Dr. Walshe’s explanation. In my 
recent account (cited above) I wrote: 

“Though Heberden’s nodes may be met with in elderly women 
who have never done any hard work with their hands (constitutional 
predisposition may undoubtedly play a part), they are far more 
often seen in those who have had to do manual housework, more 
or less like a charwoman—and in those who have done much needle- 
work or knitting. That is why, I think, they [Heberden’s nodes] 
have been very frequent during the recent war amongst women who 
previously had been unaccustomed to hard work of any kind.” 

Heberden’s nodes, as I understand them, constitute a con- 
servative osteo-arthritic reaction towards stress of work involving 
the finger-tips. When they commence to develop there may 
be slight local tenderness and redness of a mild non-infective 
inflammatory (i.e., reactive) nature, but afterwards, when once 
fully developed, they are not tender and the skin is not red over 
them, and they give rise to no trouble except from their unsight- 
liness. I take it that Heberden’s nodes represent a conservative 
reaction occurring especially in middle-aged or elderly women of 
an osteo-arthritic disposition as a result of too frequent (though 
usually mild) traumatic stress, which in many other individuals 
would not be sufficient to call forth any similar reaction. In 
other words, Heberden’s nodes are the expression of a reaction 
towards stress of work, comparable to the stress of work which 
calls forth the ordinary rather mild complaint known as 
“ acroparaesthesia.” Contributory predisposing factors in both 
complaints probably include nutritional and general hygienic 
errors, climacteric changes, and over-fatigue. These considera- 
tions, as far as they go, support Dr. Walshe’s main conclusions. 
—I am, etc., 


London, W.1. F. PARKES WEBER. 


Sciatic “* Neuritis ” 

Sir,—Dr. J. MacD. Holmes and Mr. B. R. Sworn (Sept. 15, 
p. 350) have described a condition which they interpret as a 
primary radiculitis. In the article concerned they state: “ We 
have not yet encountered any cases conforming to Dandy’s 
description ’—i.e., of a concealed disk. 

I think the three cases they describe are examples of what 
Dandy refers to as concealed disks but which are perhaps better 
called degenerated disks (Med. J. Austral., Aug. 25, 1945, p. 
234). Dandy described the abnormal mobility of the vertebra 
above the affected disk as a method of diagnosis and location, 
and he made a plea for the elimination of contrast myelography 
in these cases. Dr. Holmes and Mr. Sworn appear to have 
underestimated the importance of these points in Dandy’s 
work. No mention is made of the mobility tests in any of 
their operations, and in all three patients the diagnosis was 
made by contrast myelography. The adhesions which they 
describe around the nerve roots are frequently encountered with 
degenerate disks, and swollen oedematous nerve roots are 
sometimes seen. Contrast myelography is quite unnecessary in 
these cases, and the deliberate incision of a disk to see whether 
it is soft inside or not may be harmful. If a disk is normal. 
incision only adds to the patient’s disability. The disks con- 
cerned were almost certainly abnormal, and the incision of, 
and insertion of a sharp spoon into, the disk would then dc 
no harm. Considerable force is necessary to incise the posterior 
common ligament and insert a spoon into a normal disk (the 
annulus being at least 1/4 in. thick), and the soft nucleus 
pulposus would then escape. Mr. Sworn must be a careful and 
gentle dissector to demonstrate adhesions around a nerve root, 
and, as he does not mention that force was necessary to intro- 
duce his spoon into the disk, I feel sure that he was dealing with 
abnormal disks. 

Dr. F. J. Clark and I failed to recognize the first two 
degenerated disks we encountered, and J feel sure that Dr. 
Holmes and Mr. Sworn have made the same error and have 
incorrectly interpreted the condition as a primary radiculitis. We 
at first failed to appreciate the importance of the pathology of 
the concealed disk as described by Dandy. The degenerated 
disk is excessively mobile, and it is recognized by its mobility. 
The annulus is thinned and can be penetrated by a blunt instru- 
ment without using force. Sometimes there is a hole in the 
annulus through which a probe can be dropped. The interior 
of the disk is often empty. and ! have only once seen a soft 
brown interior. 
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I feel that a disk should not be incised for diagnostic pur- 
poses, as the mobility test is simple and accurate, and I would 
suggest that the radiculitis observed by Dr. Holmes and Mr. 
Sworn was secondary to a disk lesion and not a primary con- 
dition, and that Symonds’s statement still holds good—i.e., 
“the vision of an inflamed and swollen sciatic nerve, so con- 
fidently stated to be the cause of the syndrome in question, has 
never yet been granted to human eyes.”—I am, etc., 


JAMES H. YOUNG. 


Perth, Western Australia. 


Nutritional Macrocytic Anaemia 

Sir,—* We know now that the pathognomonic feature of this 
large group of deficiency diseases of the blood-forraing organs 
pernicious anaemia and its congeners) is the proliferation of 
megaloblasts in the bone marrow and the restoration of the nor- 
mal type of erythropoiesis by liver.” It is possible, with much 
more justification, to be quite as positive in an opposite sense 
as the writer of this sentence in the leading article on the above 
subject (Oct. 13, p. 501), and to state that the existing evidence 
is against pernicious anaemia being in essence a deficiency 
disease ; thai, on the contrary, there is considerable justification 
for believing that its cause is organic disease of the bone marrow, 
and that this differentiates it from the macrocytic anaemias 
where only functional changes in an otherwise healthy marrow 
occur; that haemocytoblasts, primitive and definitive (and not 
megaloblasts and macroblasts), are the predominating cells in 
the marrow of pernicious anaemia and macrocytic anaemia, 
respectively ; that megaloblasts and megalocytes occur only in 
pernicious anaemia and are quite different, in origin and 
morphologically, from the macroblasts and macrocytes of 
macrocytic anaemia ; and that neither the bone marrow nor the 
blood in pernicious anaemia, even after prolonged treatment 
with liver, ever returns to normality. These and other differ- 
ences between megalocytic and macrocytic anaemias are dealt 
with by myself in detail in the following communications: 
B.M.J., 1930, 2, 204, and 1942, 2, 257 and 328 ; Edinb.. med. J., 
1935, 42, 293, and 1942, 49, 568. 

In connexion with the discussion on anaemia in pellagra, it 
is relevant to mention that an anaemia occurring in pigs in a 
condition alleged (by others) to be pellagra, and remediable in 
dramatic fashion by liver extract, is described by me in this 
Journal (1938, 1, 917; 1944, 1. 232) and in Nature (1939, 
144, 244).—I am, etc., 


Aberdeen. 


J. P. McGowan. 


Glandular Fever with Neutropenia 


Sir,—I am afraid Lieut.-Col. Gerald Slot and Major F. D. 
Hart (Oct. 13, p. 495) are mistaken if they think cases of glandu- 
lar fever with marked neutropenia have not been published or 
mentioned in standard works of haematology. H. L. Tidy in 
his excellent survey on glandular fever (Lancet, 1934, 2, 236) 
brings in a table of six cases from five different authors with 
a neutropenia of 3,000. The neutropenia may be maintained 
throughout the course of the disease or may change into a 
moderate leucocytosis and show neutropenia again in the 
convalescence. J. R. Paul, who described the agglutination 
test, found neutropenia in half of his cases (Bull. N.Y. Acad. 
Med., 1939, 15, 43). I. Davidson (J. Amer. med. Ass., 1937, 
. 108, 289) mentions the case of a student with a neutropenia of 
1,500 with 15% polynuclears, and of a physician who was first 
diagnosed as agranulocytosis. Wintrobe in his textbook cf 
haematology (1942) emphasizes the occurrence of neutropenia, 
quoting seven cases of extreme neutropenia of A. Bernstein. 

I may add a case of my own experience. An unmarried woman 
aged 21 years, seen July 16, 1939. Diagnosis: tonsillitis with moderate 
enlargement of cervical glands. Treatment: 3 x 1 g. sulphanilamide. 
July 20, 1939: condition very much worse; temperature 104°; 
exudate on both tonsils increased; spleen palpable. W.B.C. 
2,700/2,900; differential count: mostly large lymphocytes, hardly 
any normal polynuclears found. Diagnosis discussed with two 
colleagues; ? agranulocytosis or acute lymphatic leukaemia. Large 
doses of pentnucleotide given. July 21, 1939: condition slightly 
improved. One colleague, expert on blood diseases, diagnosed from 
the type of lymphocytes glandular fever as probable. July 22, 1939: 
W.B.C. 3,600/3,800: diagnosis confirmed by Paul-Bunnell test 1/128 
positive. Course of disease unusually severe, with two exacerbations 
with fresh exudates on tonsils, and high temperatures for nearly 


three weeks. The patient, who was well observed in a nursing home, 
showed always subnormal W.B.C. 

I intended to publish this case because I thought the severe 
neutropenia was caused by sulphonamide therapy. But after 
studying the literature and in view of the small dose given 
I dropped the idea. In the meantime sulpha drugs have been 
recommended against glandular fever ; though I should not go 
so far, | should not hesitate to give sulphanilamide in case of 
septic complications in spite of neutropenia.—I am, etc., 

London, W.9. F. MULLER. 


Acid-fast Organisms in ‘Gastric Juice 

Str,—Dr. John Yates rightly points out in his article (Oct. 
20, p. 530) that acid-fast saprophytes may occur in the gastric 
juice in the absence of pulmonary tuberculosis. I cannot recall 
that the observation has previously been made on resting gas- 
tric juice, but numerous workers have reported similar findings 
in gastric washings; C. R. Smith (Amer. Rev. Tuberc., 1944, 
50, 330) gives a fair selection of references. Some few years 
ago, in an article written in collaboration with the late Dr. 
Gregory Kayne (Journal, June 10, 1939, p. 1170), I wrote: 
“The possible confusion with acid-fast saprophytes is another 
strong argument against the use of the direct-smear method in 
connexion with the gastric contents unless animal inoculation 
or culture is practised in addition.” Another source of error 
is that described by Belgorod and Schain (Quart. Bull. Seaview 
Hosp., 1939, 4, 182), who showed that fine particles containing 
tubercle bacilli (killed in sterilization) may adhere to the interior 
of the stomach tube or glassware and become dislodged when 
the apparatus is used for another patient, so giving erroneous 
results by the direct-smear method. For both these reasons 
the results of smear examinations of fluid from gastric lavage 
are no longer reported at this hospital. 

Errors due to acid-fast saprophytes are by no means restricted 
to gastric-lavage examinations; such organisms have been 
repeatedly demonstrated in sputum, in both healthy individuals 
and patients with non-tuberculous pulrnonary disease (e.g., 
S. L. Cummins and E. M. Williams, Tubercle, 1933-4, 15, 49). 
E. R. Baldwin (Amer. Rev. Tuberc., 1942, 45, 760) found non- 
pathogenic acid-fast bacilli in a variety of common vegetables 
and fruits and commented: ‘“ The inference seems justified that 
acid-fast soil bacteria are so often eaten with food that cultures 
from the mouth or stomach contents might occasionally reveal 
them. The bearing this might have on diagnosis is apparent.” 

One or two important practical points emerge: (1) No person 
should be labelled tuberculous merely because a few acid-fast 
bacilli are identified in sputum or gastric contents (or laryngeal 
swab). Many bronchiectatics have been so misdiagnosed. 
(2) Non-pathogenic acid-fast bacilli may be present in the sputum 
or gastric contents of tuberculous patients and may cause con- 
fusion when the disease has become quiescent. In such patients 
also occasional dead bacilli may be extruded from an obso- 
lescent focus. One must therefore not attach too much import- 
ance to the finding of a few acid-fast bacilli on one occasion. 
which are probably best ignored if they fail to grow on culture. 
(3) Most tuberculosis workers are agreed that the presence of 
living tubercle bacilli in sputum, laryngeal swab, or gastric 
contents must be taken to indicate active tuberculosis.—I am, 


County Sanatorium. 
Clare Hall, South Mimms. 


Infant Feeding and Duodenal Ulcer 


Sir,—TI should be interested in the experimental, clinical, or 
statistical basis on which Dr. J. M. Morgan’s statement (Oct. 27, 
p. 585) is founded, that infant feeding is responsible for duo- 
denal ulcer 25 to 30 years later. Otherwise his statement seems 
not justified in condemning a scientific method of infant 
management which has stood the test of time and proved its 
value, as statistics of infant mortality for the years before the 
1914 war and now show. It has taught the mother punctuality 
and some scientific approach to the care of her infant, and, as 
any person experienced in the care of the infant knows, the 
interval between 10 p.m. and 6 a.m. is well tolerated by the 
infant if it is handled correctly. Small adjustments during the 
first few weeks may be necessary, but soon a conditioned 
reflex is established which allows the child the most important 
rest between these hours. If the child still cries in the early 


A. G. HOUNSLOW. 


| | 


(Oct. 
astric 
recall 
gas- 
dings 
1944, 
years 
» Dr. 
rote: 
other 
od in 
ation 
error 
view 
ining 
ferior 
when 
ivage 


‘icted 
been 
duals 
(e.g., 
, 49). 
non- 
ables 
that 
tures 
eveal 
ent.” 
2rson 
1-fast 
ngeal 
osed. 
utum 
con: 
»bso- 
port- 
sion. 
lture. 
ce of 
AStric 

am. 


WwW . 


il, or 
duo- 
eems 
nfant 
its 
e the 
tality 
d, as 
, the 
y the 
g the 
ioned 
rtant 
early 


Nov. 17, 1945 


CORRESPONDENCE 


BRITISH 03 
MEDicat JOURNAL 


hours of the morning this may be due to insufficient calorie- 
or volume-content of the meals during the day, or even more 
often to the cold of the early hours. It is not yet sufficiently 
recognized by doctor and mothers that restlessness of the child 
then is often due to freezing in a damp bed with not enough 
blankets. A warm drink relieves this stress, of course, but 
upsets the routine and will lead to gastro-intestinal upset. 
Duodenal ulcer may be more frequent now, but this may be 
only apparent because of the increased accuracy of x-ray 
diagnosis. If it is actually increased, why try to bring a well- 
established step of advance in infant management into disrepute, 
when other factors, as increased stress and faulty dietetic 
habits in later life caused by the modern conditions which 
followed the war, are sufficient explanation and more in line 
with scientific investigations? Modern youth is not allowed 
the comfortable ease at meals and peaceful meditating life their 
parents and grandparents enjoyed, and to this they themselves 
have added the deleterious but quite universally encouraged 
habit of earlier smoking of cigarettes—all factors undoubtedly 
promoting the formation of peptic ulcers.—I am, etc., 


K. A. GRar. 


Anaemia in the Child with Frequent Colds 


Sir,—I and a number of colleagues read with some surprise 
and no little respect the article entitled ‘‘ The Child with Fre- 
quent Colds” (Oct. 27, p. 566). One felt that respect was 
due to Drs. Irwin and Frankel who had the courage to draw 
definite and sweeping conclusions on a complaint so widespread 
and frequent from investigations carried out on 100 or even 
130 children drawn from one small area of the British Isles. 
No reservations are made as to the effects of climate or of 
living in large industrial towns. All children are assumed io 
conform to those living in South-West Essex. 

Another curious assertion is made farther on in the same 
article. It reads as follows: “ Though minor degrees of 
anaemia occur, the children cannot be regarded as physically 
defective.” Since 2 of the children showed haemoglobin 
between 60% and 70% and 6 between 71% and 80%, and since 
only 100 children are under consideration, then 8% of these 
children exhibited fairly marked anaemia. Supposing the con- 
clusions arrived at in this survey to be accurate, then had 
1,000 children been investigated, although the percentages 
would have remained the same, nevertheless 80 children 
showing the above low haemoglobin levels out of 1,000 children 
would surely not have passed as more or less unimportant. 
Of 200 cases of anaemia referred to the laboratory where I 
work in the past three months whose haemoglobin levels ranged 
between 60 and 80%, all had symptoms referable to the 
anaemia which cleared up when appropriate treatment was 
instituted. These patients were certainly not regarded by their 
own doctors as being without physical defect. Again, as no 
erythrocyte counts or blood-film examinations are discussed in 
the article, presumably these were not carried out. There 1s, 
therefore, no way of knowing whether the anaemias were 
macrocytic or microcytic or whether due to nutritional or 
other causes. Again, I would be glad to know the reason 
for the statement that ‘there was no relation between the 
positive Mantoux reaction and anaemia or frequent colds.” 

While I have no desire to level carping criticism at a piece of 
work obviously conscientiously and painstakingly carried out, 
I feel that such positive conclusions based on such a limited 
and regional survey cannot be anything but misleading.—I am, 
etc., 

Glasgow. 


ANNE C. V. GREIG. 


Treatment of Denuded External Skull Table 


Sir,—I was interested in the letter from Mr. G. H. Colt 
(Oct. 20, p. 544) regarding the treatment of avulsion of the scalp. 
As assistant to a plastic unit, of which Mr. Gabarro is in 
charge. I have had to treat seven cases of this injury in the 
last two years. Three admitted direct have been treated by 
minimal toilet, and the immediate application of a split skin- 
graft cut by the dermatome. The results have been very satis- 
factory, the first dressing after ten days revealing a complete 
take. In these cases the avulsed portion of scalp included the 
galea, and there was usually pericranium over most of the bone. 
Raw bone was present in two cases, however. the largest area 


being 3 in. in diameter, and no Joss occurred over this. When 
seen several months after the operation the grafts were found 
to be movable on the skull and'of very even texture. 

Three other cases have been transferred to us late with a 
granulating surface, and grafted after preparation with “ eusol ” 
dressings. These did well, but there was not the excellent take 
which resulted from primary grafting. In particular, there was 
failure over raw bone. In 10 to 14 days after the first dressing, 
however, granulations spread across the areas, and comple- 
mentary grafts were applied by Gabarro’s method. Complete 
healing was achieved 7 or 8 wecks after admission, compared 
with 2 or 3 weeks in the cases grafted primarily. 1 think this 


‘again emphasizes that skin loss should be replaced as soon as 


possible after injury, and that in civilian type injuries, at any 
rate, immediate grafting is the treatment of choice. 

The final case is still under treatment. Here the avulsed 
portion of scalp (7 in. x 5 in.) was collected from the machine 
and brought in sterile saline. Six hours after the injury the 
hair was cut away, the aponeurosis and subcutaneous tissue 
were removed by sharp dissection, and the resulting full- 
thickness “graft” sewn into position. After twelve days it 
was adherent but looked as if mummified. It remained like 
this for seven weeks, after which the outer layer began to 
separate, leaving what now appear to be deep skin layers, with 
hairs 1/4 in. long growing from it. It is hoped to report this 
case in detail later, but it can be said already that the very 
conservative line of treatment has preserved some at least of 
the hair follicles.—I am, etc., 

Hale, Cheshire. FRANK ROBINSON. 


Rehabilitation of Fractured Limbs 


Sir,—I read with great interest Sir Morton Smart’s letter 
(Oct. 27, p. 581) describing the method of “* producing con- 
trolled contractions and relaxations of any of the muscles of 
the body” practised by him with success since 1899. What 
strikes me is that either this treatment or early massage has 
nut become standardized by the profession. There must be 
some explanation. On page 518 of Manuai of Surgery, Rose 
and Carless (1933 edition), massage and mobilization is stressed, 
and the text runs: “The days of prolonged splinting and 
immobilization are over (or should be).” 

I imagine that shortage of nurses trained in massage is 
responsible for the neglect of these methods, though the 
massage work required after weeks of immobilization must 
take much longer than if instituted at the start. Sir Morton 
Smart’s electrical treatment must be much more economical 
of time and nurse-power, and I imagine an intelligent patient 
could manage the apparatus himself.—I am, etc.. 


Stone, Staffs. R. Murray Barrow. 


Subcutaneous Oxygen for Sciatica 

Sir,—Mr. Herbert H. Brown (Oct. 20, p. 544) does not men- 
tion the possible danger of air embolism. When a resident under 
the late W. J. Adie I was taught by him to paint an iodine 
streak along the course of the nerve from its root origin to the 
ankle, and then to bring up small subcutaneous oxygen blebs 
at short intervals along this line ; the oxygen was supposed to 
find its own way to the inflamed nerve. There was no rationale 
to this treatment other than the psychological effect. 

It appeared to me that if one could get a reasonable degree 
of deep oxygen surgical emphysema in and around the nerve 
sheath one could hope to vitalize the nerve and perhaps separate 
some adhesions. With this object in view I used the “ sparklet ” 
pocket resuscitator holder with “J “-size oxygen bulb and nasal 
catheter with a No. 12 hypodermic needle (later the Sparklet 
company produced at my suggestion an oxygen injector with 
bag reservoir). I used this treatment only when all others had 
failed (including several patients who had been advised lamin- 
ectomy) and had a large number of spectacular cures, until 
on one occasion (the needle apparently having slipped) my 
patient suddenly complained of pain over the heart and faint- 
ness ; in fact he presented a complete picture of air embolism. 
Fortunately the infra-red lamp and nikethamide were to hand, 
and the patient rapidly improved and walked home half an hour 
later. He has never had any sciatic pain since, but neither have 
I used the treatment since.—I am, etc., 


Streatham, S.W.16. Harris AVERY. 
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Volvulus of the Small Intestine 


Sir,— I was interested in Major R. Salisbury Woods’s case of 
volvulus of the small intestine (Oct. 13, p. 496). I was unaware 
that the condition was considered as rare as he suggests. In 
about 15 years’ experience of native surgery in East Africa | 
have seen at least six cases. 

I have met both types: the local “ knot” similar to the con- 
dition found by him, and the complete clockwise rotation of 
the whole small intestine on its mesentery. Symptoms of the 
latter may be of the “high” type with early urgent vomiting 
due to obstruction of the jejunum where it enters the twist a 
few inches below the duodeno-jejunal junction, or the obstruc- 
tion may not be complete, in which case the picture is that of 
a lower iliac block of obscure origin with slower progress and 
definite distension. 

In complete rotation the condition at operation is confusing, 
as suggested in the reference he quotes. One is presented with 
small intestine distended apparently throughout. The colon is 
empty, and there is no lump to prove an intussusception. 

A clue to the problem, which has no doubt been noted before, 
though I have not seen it described, is that the fingers searching 
in the right iliac fossa for the ileo-caecal valve in order to 
follow back collapsed intestine to the supposed site of obstruc- 
tion cannot find the caecum because it is not there. The ileum 
in its rotation has pulled it up and round with the valve to the 
limit of its mobility, and it will eventually be found tucked up 
deep in the right hypochondrium about “ eleven o’clock.” 

Eventration is usually necessary. When the whole small 
intestine wrapped in warm saline packs is unwound anti-clock- 
wise reduction is effected easily, and gas and fluid can be seen 
entering the right colon once again with the caecum back in its 
place. 

In one of my cases a local tangle was present in addition to 
the complete rotation, based on a knuckle of gut adherent to 
an inflamed mesenteric gland. Presumably the continuance of 
exaggerated peristalsis had swung the whole gut round on its 
anchor. 

I have seen the condition only in Kenya natives, who tend to 
overload their intestines by gorging after a period of fasting, 


and it must be coincidence that the European case Major . 


Woods describes occurred also in East Africa.—I am, etc., 
Dublin. MAIBEN ROBERTS. 


Descent of the Testis in Relation to Temperature 


Sir,—Wing Cmdr. A. W. Badenoch’s article on temperature 
and the descent of the testis (Nov. 3, p. 601) treats a fascinating 
subject that is possibly of even greater practical than academic 
interest—which is saying a lot. I do not see how the migration 
can strictly be described as “a search for a lower temperature,” 
since it normally occurs in utero where the whole foetus is 
kept at a uniform temperature, yet it seems clear that a lower 
temperature than the body is essential for full spermatogenesis. 
Theories for the method of descent have always seemed to me 
unconvincing, and a case of undescended testicles I treated in 
1938 seemed to suggest a more reasonable hypothesis. The boy 
was aged 10, no testicle was palpable on the left side, and the 
right one was measured as 1% in. from the root of the penis 
on Jan. 15. On that day I gave him a first injection of 2.5 mg. 
of testoviron. Three days later, to my surprise, the right 
testicle had moved down quite half an inch and the left testicle 
was easily palpable. On the 21st the right testicle was only 
14 in. from the penis, shortly after which it got stuck in what 
was proved at subsequent operation to be a mass of fibrous 
tissue, from which it was then difficult to release it. On Jan. 
25, after three injections, the left testicle was only just 1 in. 
from the root of the penis. It subsequently descended satis- 
factorily into the scrotum at a more leisurely pace, with con- 
siderable delay before actually entering the scrotum. Curiously 
enough it has since been liable to sudden attacks of swelling 
with violent pain that neither I nor the consultant he has seen 
have been able to explain or prevent. 

The immediate question is: ‘“ What made the testicles move 
and how did they do so?” I had watched this lad for months 
beforehand, so the only explanation is coincidence or some 
hormone action—in this case testosterone propionate. I got a 
hint of the possible mode of action when we operated on the 


undescended testicle, for I noticed that instead of being quite 
compact and rounded it was rather elongated, almost like a 
stumpy worm, presumably owing to the epididymis being some- 
what separated from the testis. Now the epididymis is liberally 
provided with smooth muscle, and the idea flashed into my head 
that the testoviron might have stimulated contractions in this 
muscle which had urged the whole organ forward along the fas- 
cial planes. If this is so—i.e., that the immature testicle is really 
a motile organ subject to hormonal control—it would at least 
fit in with many observations made on its normal and abnormal] 
descent. 

Turning from this academic aspect, may I suggest a few 
practical matters which may depend on the temperature con- 
trol of the scrotum? Any youth knows the pleasurable and 
stimulating sensation of wearing shorts and the impact of cool 
air. Any physician knows that long and especially febrile 
illnesses such as typhoid where the scrotum is kept warm in bed 
may be followed by temporary or even complete impotence. 
Pampering and over-clothing may not diminish libido but they 
do virility. It is curious that the adoption of pyjamas instead 
of the cooler nightshirt has coincided with diminished birth rate 
among the pyjama population and also a tendency towards the 
eunuchoid or intersexual type of both men and women. 

The whole subject seems worthy of serious study. It is 
certainly one for fascinating speculation, and Wing Cmdr. 
Badenoch’s article, by summarizing observations by himself 
and others, should do much to stimulate both, for such facts 
as we possess suggest that male clothing—and perhaps female 
as well—may be having a profound biological effect on the 
quality of our population. Anthropologists will have much 
interesting evidence to adduce, but without leaving this island 
one can surmise that the “hardy Scots” may owe more to 
their kilts than some are aware.—-I am, etc., 


Winsford, Cheshire. W. N. LEAK. 


Medical Photography 

Sir,—Having read in recent numbers of the Journal various 
letters with reference to medical photography, and as a 
dermatologist who has focused his attention and camera lenses 
on many clinical cases seen both in out-patient skin departments 
in hospital and in private, I would like to say that I quite agree 
wth Dr. Watson Smith (Oct. 20, p. 548) on the need for the 
photographer-physician combination; otherwise it is almost 
impossible to be sure that certain clinical details which one 
wishes to emphasize in a picture are brought out—e.g., the 
sheen on the surface and the angularity of a lichen planus 
papule, the burrow of an acarus in a scabies lesion, or the 
typical “ apple-jelly nodule present on diascopic examination 
of a patch of lupus vulgaris. I have also found out by actual 
experience that hospital authorities, up to the present, will 
not interest themselves in the matter of making provision for 
facilities for clinical photography. Possibly this apathetic 
attitude towards clinical photography might be easier to over- 
come in the case of the larger teaching hospitals, although it 
would be a great pity to neglect the vast flood of clinical 
medical interest that flows through provincial and other non- 
teaching institutions. 

With regard to the statement made by Dr. Watson Smith 
that “no snapshot is good or near enough: a suitable camera 
with portrait lens is a necessity,” on looking up the definition 
of the word “snapshot” I find it briefly described as “an 
instantaneous photograph taken with a hand camera.” How 
could one take a picture, for instance, of a young baby 
suffering from infantile eczema of the face, who is more or 
less continually on the move scratching or rubbing the affected 
parts? All my colour photographs are taken at a speed of 
1/30th of a second exposure and a lens aperture of f 3.5, while 
for ordinary black-and-white photographs the speed is usually 
either 1 /40th or 1/60th second using artificial illumination. Re- 
garding portraits or “close-ups,” I think the use of a suitable 
extension tube inserted between the lens and the camera body 
is preferable to emploving supplemental lenses, as the latter, 
apart from expense, etc., tend to slow down the rate of exposure 
necessary. For close-ups between 9-in. and 5-ft. distances 
it is essential to have some method of correcting the parallactic 
error assoc‘ated with short distances in focusing. 

Personally, for dermatological cases I much prefer colour 
photographs, for many obvious reasons. For demonstration 
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purposes they have one great advantage in the fact that one 
gets a coloured transparency that is ready for projecting on 
the screen right away without the necessity for making a lan- 
tern slide from the negative. One present drawback to the 
coloured photograph will, I hope, very soon be removed so far 
as this country is concerned. It is that, evidently owing to 
wartime difficulties here, one cannot get colour prints or 
coloured enlargements made from their coloured transparencies. 
This has been possible now for some time in the U.S.A. by 
the Kodak Company, and presumably will soon also be feasible 
here now hostilities have ceased. As a further step in colour 
photography, I do not think many people have seen colour 
photomicrographs, but I can assure any pathologist who is 
interested in the matter that they are really very excellent, 
comparatively easy to take, require no expensive outlay, and 
are well worth while. I described the method of doing them 
in detail in the Journal of Jan. 29, 1944 (p. 164). 

I agree with Dr. Watson Smith when he states that “in the 
past the pictorial art has been made too little use of in medical 
literature” ; but even so, should we not take a lead from the 
most recent trend in the photographic and cinema world, where 
the black-and-white picture will soon be «3 extinct as the silent 
film. I possess many black-and-white and also several hun- 
dreds of coloured pictures of dermatological subjects ; I much 
prefer the latter, and so do most medical men to whom I show 
them. They are a little more difficult to take and the exposure 
and lighting must be accurate, but then if a thing is worth 
doing, it is worth doing well. During the recent war years 
one has had to contend with very many insurmountable diffi- 
culties in colour photography, but these should soon all be 
things of the past.—I am, etc., 

Leicester. F. A. E. Sitcock. 


Study of Food Habits 


Sir,—I applaud your statement of Oct. 20 (p. 536) that “it 
is our duty as medical men and women to see to it that the 
wartime improvements in the national dietary are maintained 
in the period of peace.” It would indeed be lamentable if even 
such negative improvements as the enforced diminished con- 
sumption of artificial and devitalized substances, like white 
flour and white sugar products, were allowed to lapse. 

I consider, however, that the medical profession, fully occu- 
pied as it is, and has been, with the Sisyphean task of cleaning 
up the mess of ill-health caused by modern living conditions, is 
not alone capable of instituting effective dietetic reforms, as this 
would involve not only the correction of faulty eating habits 
based on thoughtless acceptance of custom and inability to 
recognize or obtain health-giving natural foods, but also the 
overriding of vested interests which might prove an obstacle to 
enlightened progress. 

You mention education and propaganda: excellent and very 
necessary, but too slow in themselves. Action must be taken 
now, or yet another generation will be growing up among us 
wearing the triple insignia of nutritional /aissez-faire: dentures, 
spectacles, and appendicectomy scar. If the remedy is 
additional influence on nutritional legislation by doctors, aided 
by agricultural experts and dietitians if necessary, then let us 
have it as expeditiously as possible.—I am, etc., 


Hospital for Infectious Diseases, Burnley. G. GEMMILL. 


Nutritional Diarrhoea 


Sir,—I was much interested in the leading article on nutri- 
tional diarrhoea (Aug. 25, p. 258). While serving in Burma I 
had the opportunity of seeing large numbers of British * other 
ranks” with diarrhoea which was not immediately diagnosed 
as either amoebic or bacillary dysentery. They were nearly 
all long-standing cases and corresponded with the description 
given by you. Ina very few cases the Amoeba histolytica was 
found in the stools after much searching. Test meals and the 
estimation of salt in the urine were done for twenty cases. In 
all cases free hydrochloric acid was absent or grossly sub- 
normal. In addition it was found that the salt concentration 
in 75% of cases was 3 g. per litre or less. From this it could 
be argued that the condition was primarily due to a shortage 
of salt with a resulting failure to manufacture acid in the 
stomach. Sodium chloride 1 drachm, with acid. hydrochlor. dil. 
m 30, was given three times daily. This had a rapid effect. 


The diarrhoea diminished, the appetite returned, and the 
individual felt more alert. This was then boosted with nicotinic 
acid, multivite, and iron, according to the clinical condition. 
Owing to Service conditions it was not possible to see the end- 
result, but all made great progress before evacuation. 

The underlying theory is open to argument. The suggestion 
to be put forward is this. In hot climates as found in Burma. 
with supplies difficult, it is possible that a man over a period 
may not take in sufficient salt to replace that lost in sweating. 
Sooner or later there is insufficient from which acid can be 
made in the stomach and the gastric acid curve fails. This 
results in digestion being upset and an intestinal hurry. From 
this follows a failure to absorb food, including vitamins, giving 
rise to the clinical picture. Further, I have since found that 
not a few men recently arrived in the East suffered from a loose 
stool, loss of appetite, and a feeling of mental inertia. This 
condition is cured most dramatically by taking salt—1 drachm 
three times daily. The condition is most interesting. The above 
argument is put forward as a possible answer.—] am, ®tc.. 

S.E.A.C J. C. HOLMAN. 


A Coincidence ? 


Sir,—Twinning has long been admitted by both the medical 
and the actuarial professions to be a hereditary character, and 
the second family described by Dr. J. C. Joyce (Oct. 20, p. 548) 
is a particularly good example of this. Moreover, one of a 
pair of monozygotic twins occasionally shows situs inversus. 
It therefore appears probable that in both the cases described 
the patient was one of a pair of monozygotic twins, of which 
the normal individual died at an early stage of gestation. It 
would be interesting to know, if possible, whether any of the 
other twins in either family show situs inversus.—l am, etc., 

Galton Laboratory Serum Unit, Cambridge. A. E. Mourant. 


The Effects of the Rope in Rock-climbing Accidents 


Sir,—As is well known, difficult rock-climbing is usually 
undertaken by “roped” parties consisting of two or more 
climbers. Where the difficulties warrant it only one climber 
moves at a time, and therefore on upward climbing, although 
not on traverses, the security afforded by the rope is complete 
to all except the leader. When an ascent is approaching vertical 
and a leader falls the force generated in the rope is very great. 
and, if the second man is properly placed and holding by the 
shoulder belay, he may be subjected to a shock load amounting 
to, in theory, anything from 1/2 to 1 ton, as is perhaps proved 
by instances of the leader’s rope breaking in such circumstances. 

The point arises as to the effect of this on the leader and the 
second, who should normally be holding the rope over his 
shoulder, of the result of the shock passing first to his shoulder 
and then to his hands which are grasping the rope. The British 
Mountaineering Council is anxious to secure evidence of the 
effects on the leader, round whose waist the rope is tied, and 
on the second of this great shock. In the case of the leader 
the shock comes on his ribs or spine. Can readers of the 
Journal give the results of actual experience of injuries sus- 
tained by the leader due to the effect of the rope on his body 
in the arrest of a fall? Further, can actual facts be given 
of injuries sustained by a second in stopping the fall of the 
leader, particularly where such falls have been stopped by 
means of the rope being held so that the shock comes primarily 
on the shoulders of the second. 

There are probably some doctors whose work lies in Wales, 
the Lake District, or Scotland, where much rock-climbing is 
done, who could give information on these points, and records 
of facts would be greatly appreciated by this Council—TI am. 
etc., 

J. E. Q. BARForD, 


Hon. Secretary, 


74, South Audley Street, W.1. British Mountaineering Council. 


Diet in Morphine Addiction 


Sir,—I feel that your correspondent Major Stungo (Oct. 20. 
p. 547) has not been fair to Comerford and Kirman in criticizing 
with such severity their paper on pellagra in a morphine addict. 
I fail to see why a case of pellagra should not benefit rapidly 
from proper diet even in a morphine addict. Major Stungo 
says: “In no circumstances have I ever known a patient te 
gain weight in the first two weeks.” This statement presumably 
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refers to morphine addicts without pellagra, but exactly how 
many addicts suffering from pellagra has Major Stungo treated ? 
In my experience cases of pellagra do respond rapidly to treat- 
ment, and it appears to me credible that this case behaved in 
the same way. It seems to me that Comerford and Kirman 
have described: a most interesting case, and should a similar 
one fall into my own hands | should not hesitate to treat it 
similarly. I cannot believe that the patient could obtain a 
supply of morphine over a period of several months while under 
mental hospital observation, as Major Stungo suggests, and the 
fact that this patient could walk several miles after discharge 
does not sound as if she were still taking the drug, in spite of 
the fact that she did not co-operate in other ways.—I am, etc., 


London, W.1. CLIFFORD ALLEN. 


Telling the Patient 

Sir,—The correspondence in your recent issues on “ Telling 
the Patient” is of very real value, as this is a most important 
portion of our daily work and one that is only too often 
exceedingly badly practised. We G.P.s are infinitely better at 
it than the specialists because we live with and know our 
patients ard talk their language. 1 know how often | have to 
act as interpreter of medical pronouncements. Only last week 


.a consultant said to a patient of mine: “Well, you have no 


need to worry ; the diverticulitis from which you suffer should 
respond to modern therapy, with suitable diet and anti- 
spasmodics.” Outside in my car the patient said to me: “* Mac, 
what on earth does he mean: divertic-what-you-may-call-it ; 
and what on earth is therapy and antispas-what’s-it’s-name? ” 

The art of clear translation of medical terminology to rational 
common-sense phraseology which the lay patient can under- 
stand is a real and very important one, but in thirty years’ 
experience I find it far too rare, thus leading often to con- 
fusion and even real, but avoidable, psychological trauma.— 
I am, etc., 


London, S.W.1. DESMOND MacManus. 


Psychiatry in the Services 

Sir,—Wing Cmdr. Bergin has raised an interesting, if ancient, 
problem in his letter. Briefly it amounts to the assertion that 
psychiatrists are frequently mistaken in the diagnoses and 
recommendations they make respecting Service personnel who 
complain of various nervous symptoms (including depression, 
with or without suicidal tendencies). In fact sending such a 
patient to a psychiatrist frequently displays merely the diagnostic 
incapacity of the medical officer and is the first step on the 
downward path for the (alleged) patient. Wing Cmdr. Bergin 
does not express his views quite so directly or bluntly as I have 
done, but endeavours to evade the more personal implication 
by laying the blame on the “system.” Clearly, however, his 
meaning can only be what I have stated; a “system” doesn't 
diagnose or make recommendations. 

While, it is true, he asks for the views of others on the 
subject, he must presumably be fairly sure of his own ground 
before he would venture to write so challenging a letter, giving 
instances. He has, he says, become cynical about such cases, 
and describes with something of an air of triumph the success 
he achieved with a sen:or N.C.O. who had become “ neurotic ” 
and whom he referred, or threatened to refer, for disciplinary 
action. Will he be good enough, therefore, to instruct us in 
his method of distinguishing between the genuine neurotic (if 
he believes there is such a type) and the malingerer? How did 
he know the N.C.O. in question was “ lead-swinging’’? Also, 
how did he know: (1) that he would recover at the threat of 
a court martial, and (2) that if he were court-martialled he 
would receive a prison sentence of hard labour? May we 
assume that this man is now free from symptoms? As I have 
said, the problem is far from being new. It has cropped up 
later in this war (if I may be pardoned for using the present 
tense ; it almost appears to me justified). In the 1914-18 war 
Wing Cmdr. Bergin’s method was the official one at the begin- 
ning. It gave place to the theory of “commotio” and later 
to the psychological view. 

A final point needs clarification. If the psychiatrist’s methods 
with these cases, which Wing Cmdr. Bergin condemns, result 
in “a chronic state of neurotic invalidism,” how does he 


correlate this with the improvement he describes as taking place 
when the patients are discharged from the Service? He gives 
three examples of this.—I am, etc., 

London, W.1. FREDERICK DILLON. 

Sir,—Wing Cmdr. Bergin has given eloquent expression to 
thoughts which many of us must have had during the past six 
years. 1 have always felt, however, that the first duty of the 
Service medical officer is to consider the efficiency of the 
Service which employs him, and then the individual; it goes 
without saying, of course, that this individual is entitled to 
proper medical treatment when required. Surely the uncon- 
trolled neurotics are more nuisance than they are worth, and 
are better out of the Service, which they merely hinder. What 
to do with them in civil life is someone else’s headache at the 
moment, though it will soon be ours as well. 

At the same time Wing Cmdr. Bergin’s fear that neuro- 
psychiatry is inducing “a chronic state of neurotic invalidism ™ 
making the patients “a burden to all concerned” is hardly 
supported by his three instances—namely, the successful grey- 
hound manager, the industrious waitress, and the merry 
gardener. Or is it? What about a later report on those three 
people: how long will they cope? After all, novelty is a great 
thing.—I am, etc., 

P. R. Kemp, 
Squad. Ldr., R.A.F.V.R. 


Ballykelly, N. Ireland. 

Sir,—Wing Cmdr. Bergin has opened a subject which has 
caused considerable uneasiness among a lot of Service medical 
officers in the last few war years. My own observations are 
that the Service medical officer in general and the Service neuro- 
psychiatrist in particular have become the escape route for 
Service personnel from anything distasteful, be it parades, over- 
sea service, or even life in the Service itself. Furthermore, it 
seems at times that there is some hidden hand guiding us 
towards what I consider the calamitous folly of substituting the 
neuropsychiatrist for the guardroom. It is alarming the number 
of cases medical officers get on sick parades who ask to see 
the nerve specialist, and one can rest assured that if granted 
their wish they have learnt all the correct answers to the neuro- 
psychiatrist’s questionary well in advance. 

About two years ago I was in charge of a large station hospital. 
I found a ** W.A.A.F.”’ wandering about the main passage, obviously 
lost. I asked her if I could be of help and she informed me she 
was looking for the specialist. The conversation went something 
like this. Self: ‘‘ We have a very nice selection of specialists here: 
which one did you want to see?”’ W.A.A.F.: ‘* The specialist in 
discharges.” I directed her to the gynaecologist, but, alas, my in- 
tuition was rather like Hitler’s, slighty awry; she wanted to see the 
neuropsychiatrist. 

In a train recently I sat next to two members of the A.T.S._ Their 
conversation interested me in only one place. Jst A.T.S.: ‘ Did 
you hear about Lily?” 2nd A.T.S.: “No.”  Jst A.T.S.: ‘* She 
has had a nervous breakdown and is in hospital.” 2nd A.T.S.: 
“Poor thing, and she’s only been married a month. I expect that 
means she will get her ticket.””. Jst A.T.S.: ‘ Yes; it usually does, 
don’t it? "—I am, etc., 

Puitip H. PERKINS, 
Wing Cmdr., R.A.F. 


*.* This correspondence is now closed.—Ep., B.M.J. 


* Reasons ” for Scientific Research 

Sir,—My thanks to Fl. Lieut. M. Hamilton for his letter 
(Oct. 20, p. 549), which sent me back to the leading article on 
Pasteur. “Social” is the word that contains the key to the 
value of Pasteur’s work, the answer to Fl. Lieut. Hamilton’s 
questions, and to all our questions and plans for reconstruction. 
Socius means a companion. “ Society’ means a group of com- 
panions, birds of a feather. The quality of a society depends 
on the character of the central person round which the com- 
panions group. Its results depend on the thoroughness with 
which the companions put into practice the qualities of the 
central character. No one can say that the Belsen practitioners, 
though few in number, were not productive in results. Pasteur 
and his companions, though few in number, produced results 
of a diametrically opposite character to Belsen, but far greater 
though not spectacular, and people generally did not become 
companions of Pasteur. So we have less than £1.000.000 a 
year for medical research. 
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Democracy has no clearly defined character round which 
its adherents can rally. The common man is a character that 
varies in different places and at different times. So democracy, 
though it has innumerable adherents, cannot have companions 
and cannot correctly be called society. It is at best a large and 
ill-defined group of small ill-defined groups. Its common 
denominator is hard to find. Its results are great, but not in 
proportion to its adherents, and those results are contradictory : 
health and avoidable sickness; luxury and avoidable poverty 
and squalor; U.N.R.R.A. and the £5,000,000,000 atomic bomb. 

The only society of about the same initial size as Pasteur’s 
which can show bigger, better, and more lasting results was 
formed in Palestine 2,000 years ago. It suffers at present 
through having more colourless consenters than companions, 
and being more divided by ritual than united in reproducing 
the everyday life of its Founder. If mankind is not to destroy 
itself it must transfer its allegiance from the Pantheon called 
“democracy ” to Christian theocracy.”—I am, etc., 

Market Rasen, Lincs. DUDLEY F. TORRENS. 

The “ Stamping ” of the Guards 

Sir,—I have only jus: seen Sir Lenthal Cheatle’s letter 
(Sept. 22, p. 404) referring to this subject. With all due 
respect I submit that he sees the matter in a wrong perspective. 
The Guards do not stamp their feet for amusement but because 
it is smart and impressive. In the two and a half years during 
which I had the honour to be R.M.O. of a battalion of the 
Coldstream Guards I watched them take part in ceremonial 
parades in many towns of Africa and Italy, and was frankly 
amazed at the immense and genuine rise in British prestige 
which invariably followed. Unfortunately Britain is lamentably 
bad at propaganda, but one of her few real assets in this sphere 
is the Brigade of Guards. I think that most medical officers in 
the Brigade realize this, and consider that the price—some 
varicose veins and a few cases of march fracture—is not 
unreasonable. Sir Lenthal Cheatle is quite wrong in thinking 
that the medical officers cannot assert their authority. The 
five commanding officers under whom I served invariably 
treated my advice with the greatest possible courtesy and con- 
sideration.—I am, etc., 

E. Grey TURNER, 


Medica! Directorate Headquarters, B-A.O.R. Major, R.A.M.C 


Training for Released Service Doctors 


Sir,—Col. C. D. Evans’s letter (Oct. 27, p. 585) should arouse 
not only indignant sympathy but acute alarm in the minds of 
doctors about to be released from the Services. I was privileged 
to serve under him during the last two appointments of his 
military career. In the former he had charge of the medical 
services of a large area of Belgium and Holland centred on 
Antwerp, whose importance at the time was acknowledged by 
the biggest concentration of “V” bombs ever aimed at a 
single target. The latter post covered the district of Hamburg, 
greatest port on the Continent and largest city in purely British 
occupation. That an ex-officer who, to say the least, has 
deserved well of his country, and whose modest ambition is to 
spend a year at a bread-and-butter salary learning the specialty 
that interests him most, should be denied even this meagre 
recognition of his services on some purely technical pretext 
will inspire little confidence that the much-advertised Govern- 
ment scheme is to be taken even at its not very inspiring face 
value. Surely a more generous and helpful attitude to return- 
ing practitioners would. do much to allay the bitterness and 
distrust which, all too evidently, are now undermining the unity 
of our profession.—-I am, etc., 

G. M. Apprson, 

Westgate-on-Sea. Late Major, R.A.M.C. 


Five international organizations—the International Committee of 
the Red Cross, the Save the Children International Union, the 
Caritas Catholica Internationalis, the World Council of Churches, 
and the World Jewish Congress—have made a joint appeal to “ the 
countries which have food, clothing, vitamins, and medicines ” to 
come to the resue of Europe’s children before it is too late. “ Only 
by immediate and co-ordinated effort can a colossal catastrophe be 
avoided,” say the five organizations, which pledge themselves to 
work together in meeting the needs without regard to nationality, 


race, or creed.” 


Obituary 


F. E. YOUNG, F.R.C.S. 


We regret to announce the death on Oct. 16 of Mr. Ernesi 
Eric Young of Newcastle-under-Lyme, consulting surgeon to 
the North Staffordshire Royal Infirmary, Stoke-on-Trent, with 
which he was closely associated for 40 years, becoming its 
president in 1936. 

Born in 1875, Eric Young studied medicine at St. Bartholo- 
mew’s Hospital, and gained second-class honours in materia 
medica and pharmaceutical chemistry at the Intermediate 
M.B.Lond. examination of the University of London in 1899 : 
two years later he graduated M.B. and B.S. with first-class 
honours in obstetric medicine, and in 1904 proceeded to the 
M.S. By that time he had won the Bentley Surgical Scholar- 
ship at Bart’s, and served as house-surgeon there to Sir Henry 
Butlin, who recognized his exceptional ability, and as resident 
midwifery assistant. His long connexion with the North Staffs 
Infirmary began as resident surgical officer; he also became 
consulting surgeon to the North Staffs Cripples’ Aid Society, 
the Stoke-on-Trent Hospital, and the Leek Memorial Hospital. 
and surgeon to the Longton Hospital. Eric Young brought to 
the North Staffs Royal Infirmary an unusual organizing talent, 
and he established specialized services which have been of the 
utmost value to patients over a wide area. The high degree 
of professional skill he showed in his work gained him a repu- 
tation which spread rapidly through the North Staffordshire 
district and far beyond. He was appointed full honorary 
surgeon in 1927, and at the beginning of 1936 succeeded to the 
post of president, having before then been senior acting vice- 
president of the hospital and chairman of the house committee. 
He published a number of papers in the Lancet and the Trans- 
actions of the Obstetrical Society, and in 1937 was elected a 
Fellow of the Royal College of Surgeons of England without 
examination. He was a J.P. for Stoke-on-Trent, and held office 
as chairman of the North Staffs Division of the B.M.A. in 
1924-5. 


Sir HAROLD GILLIES writes: 


Eric Young was a stalwart of the old Bart’s School which com- 
prised so many well-known and charming people. Their devotion 
to their profession only vied with that of Bart’s. Young had that 
power which many of those men had in creating intense friendships 
—a sort of dynamic personality which prevented anyone from 
quarrelling with them. His interest in games and other activities 
in connexion with the hospital was just what one would expect from 
him; but one could never cease to admire the enthusiasm with 
which he kept right up to date with his surgery and travelled far 
and wide to many clinics to gain so much further proficiency. He 
was very fond of travelling, which came easy to him because he 
made such friends when he visited those various surgical clinics and 
conferences. The Surgical Union of Great Britain owes a very great 
deal to hts genial and stimulating influence, and he will be sorely 
missed in those directions. 

His life’s work lay in Newcastle-under-Lyme and the Potteries, 
and the North Staffordshire Royal Infirmary owes its high position 
to Eric Young’s exceilent surgery and devoted interest. He held 
the position in that populous area of a true consulting surgeon, and 
one to whom all doctors and specialists in the neighbourhood could 
look with certain confidence. He so wished to raise the standard 
of surgery and lived to see this ambition well fulfilied. I feel sure 
that all who knew him in North Staffordshire recognize the immense 
services he gave to surgery. At the Roya! Infirmary he was very 
progressive in stimulating the development of all special depart- 
ments, and long before he became president of the hospital was 
instrumental in winning much wealth for such developments. 

As a companion and as a host those who knew him were indeed 
privileged, but in his private life it was not only he alone but he 
and Mrs. Young who together constituted a centre of kindness and 
joy to those who were fortunate enough—and there were many— 
to receive their hospitality. It was a tragic but brave end with a 
hopeless recurrence of which he was well aware and which he hid 
from his devoted wife. He did a big operation within a fortnight 
of his death—a great surgeon and a gallant friend. 
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E. A. SADLER, M.D. 
Ernest Alfred Sadler died at the Mansion, Ashbourne, Derby- 
shire, on Oct. 16. He was in his 82nd year. His strength had 
been failing for some time, but he had continued in his practice 
and had visited some patients within two days of his death. 

Sadler came to Ashbourne soon after leaving Birmingham, 
having held resident appointments at the Queen’s Hospital, 
where the excellence of his notes and the beauty of his hand- 
writing became a legend. He remained in Ashbourne for more 
than 50 years. He was assistant M.O.H. for Ashbourne from 
1894 to 1905, and M.O.H. from 1905 until he died. His major 
professional interest lay in a large family practice, and in this 
work he was not exceeded for alertness of mind, tirelessness 
of body, and gentleness of spirit. If one may adapt the famous 
description of the strawberry made by his hero, Samuel Johnson, 
one may write of him that “doubtless God could have made a 
finer country doctor, but doubtless also He never did.” His 
professional skill remained with him to the end, and in his 
8ist year he did a difficult forceps delivery, and was gratified 
to find that his hands had not lost their dexterity. His standards 
of duty were truly Victorian, and even at the end of his life 
he would, each evening, compel his tired body to write the 
day’s letters and reports, leaving nothing till the morrow—letters 
such as few persons, and perhaps no doctors, find time to write 
to-day—letters of counsel, of comfort, and of charm. If his 
ideal of duty was Victorian, his shining courtesy had an 
eighteenth-century air. It was formal yet benign ; it was con- 
stant, for nothing surprised him out of it ; it was infectious, and 
men grew more civilized in his company. His humanity was 
insp.red by an unshakable belief in man’s virtue, well aware 
though he was of human morbidity, unhappiness, and evil. 

The house in which he lived and died is well remembered 
by all students of Boswell’s Life of Samuel Johnson, and it 
has become a place of pilgrimage for Johnsonians, both English 
and American. No doubt its traditions in some degree formed 
Sadler’s character and directed his interests. It was built in 
1680 and rebuilt in 1765, to the design of the Adam brothers, 
by the Rev. Dr. John Taylor, lifelong friend of Johnson ; its 
best features are the octagonal drawing-room and the large 
hall with its two beautiful alabaster columns. Sadler wrote 
a description of the house which was printed by his friend 
Dr. L. F. Powell in his great edition of the Life (vol. iii, 
p. 498). He made some other important investigations into the 
Ashbourne associations of Johnson, Boswell, and Taylor, to 
which Dr. Powell makes repeated acknowledgment in his work. 
In recognition of these researches Sadler was elected «an 
honorary member of the Johnson Club of London—a distinction 
which brought him the greatest pleasure. He had many 
archaeological enthusiasms which resulted in the publication 
of several interesting papers, notably a fine and scholarly 
account of the parish church of St. Oswald, Ashbourne, 
published in 1934. His most important contribution to medical 
literature was an article in the Birmingham Medical Review 
(July, 1898, 44, 45) on the pedigree of an Ashbourne family 
of haemophiliacs, an inquiry which profitably combined his 
medical and antiquarian interests. During his long life he had 
collected a good library, which was particularly strong in 
eighteenth-century works. ‘ 

Sadler did not neglect his public responsibilities, either civic 
or professional. He was chairman of the Governors and 
Assistants of Queen Elizabeth’s Grammar School (Old Trust), 
Ashbourne, and a former chairman of the Derbyshire Insurance 
Committee. The life of the country family doctor was, is, 
and perhaps will be, full, happy, and devoted; no country 
doctor has had a fuller, happier, and more devoted life than 
Ernest Sadler. His wife, together with two sons, one daughter, 
and ten grandchildren, survives him. 

D. V.H. 


R. D. GILLESPIE, M.D., F.R.C.P. 
The following is a tribute from a Guy’s colleague: 


R. D. Gillespie came to Guy’s Hospital as physician for psycho- 
logical medicine in 1926 as a young man. He was appointed to 
the staff at the age of 29. His teachers, including Adolf Meyer, 
D. K. Henderson, and T. A. Ross, had no doubts of his future 
success, nor were they disappointed. His forceful personality and 
clear thought soon attracted to his department students of all ages. 
The undergraduate found at his clinics an inspiration to think for 


himself in terms both of physiology and of psychology, and his 
lectures on psychology, for which there was no signing-up or official 
credit, were largely attended. His appeal to the postgraduate was 
even greater. He gathered round him more and more of those who 
were attracted by his powerful intellect and critical mind. Thus 
despite the cares of an increasingly busy private practice, almost 
without effort it seemed, he built his department larger and larger. 
Not that there was really effortless achievement, for his work for 
the hospital was given without stint and at more cost to his sensitive 
spirit than most realized. He aimed high and found in success no 
solace but a stimulus to ever greater endeavour. Perhaps it was 
this spirit of unrest driving his great intellect which was the main- 
spring of his power. The facts of his personal achievement are 
witness to its extent. When he came to Guy’s his duties involved 
an occasional attendance for special cases, a weekly out-patient 
demonstration, and set lectures, but these were soon extended to a 
thrice-weekly out-patient session, and out of this grew the establish- 
ment of Psychiatric Social Service and Child Guidance Clinic, and 
the enlistment as clinical assistants of many men who are now dis- 
tinguished in psychological medicine. 

His devotion to psychiatry and to his patients bore fruit, too, in 
another direction, for those who could bear witness to his power for 
individual good were ready and forward through him to help others. 
Thus was established the York Clinic for psychological disorders, 
the first institution of its kind in this country to be an integral part 
of an undergraduate teaching school. Built at the expense of 
anonymous donors, the York Clinic with Gillespie as its director 
came into being during the war, and has served and is serving the 
needs of Service and ex-Service men and women, as well as others, 
needing in-patient treatment. The opportunities thus afforded for 
teaching and research were at once and widely recognized, and in 
the last year postgraduate students from our own Services and those 
of our Allies have sought them. The enormous amount of time 
and energy devoted by Gillespie to the pianning and development of 
the York Clinic in the face of great difficulties occasioned by the 
war was a measure of his strength of purpose and courage. At the 
outbreak of war he at once joined the Royal Air Force, in which 
for more than five years he applied himself to Service problems. 
Compelled to resign his commission by ill-health early this year, he 
returned to Guy’s and continued at his work unul his death. 

Always somewhat aloof and inscrutable, he engaged the respect 
and admiration of his colleagues to a degree which forbade intimacy 
to all but a few, yet for them all there is a sense of grievous per- 
sonal loss. ‘‘R. D.” was not only the head of his department and 
a great name in the psychiatric world, he was a much-loved person— 
more loved assuredly than he ever allowed himself to know. No 
one appealed to him for help in vain. If it were in aid of a patient, 
one could rely upon his sympathy and skill: no superficial show, 
but all he had. If it were appraisal of an idea or theory that was 
sought, the reaction might be acid but was always honest and 
generally true. Quiet and gentle in his manner, he could flash on 
occasion when principle was at stake, and would never hesitate to 
follow the course which he believed true because it was unpopular. 
Serious as a rule, he had an incisive and quick wit which in con- 
versation delighted his friends as in debate it disconcerted his 
opponents. 

His contribution to the development of psychological medicine at 
Guy’s Hospital can be measured to-day in the strength and size 
of the department he created. It will be measured in the future by 
the influence of his example and teaching upon many future genera- 
tions of Guy’s men. 


HerRRERT EpwarD DurHaAM, Sc.D., F.R.C.S.. who died at 
Cambridge on Oct. 5, aged 79, was the son of Arthur E. Durham, 
sometime senior surgeon to Guy’s Hospital, and a grandson of 
William Ellis the economist, who inaugurated secondary tech- 
nical schools. He was educated at University College School, 
London, King’s College, Cambridge, where he took his B.A. 
in the Natural Sciences Tripos of 1887, and at Guy’s Hospital. 
He qualified M.B., B.Ch. in 1892, took the F.R.C.S. in 1894, 
and the Sc.D. at Cambridge in 1909. For a time Durham was 
assistant in the throat department at Guy's, and resident 
obstetrical officer, and later assistant M.O., at the North-Eastern 
Fever Hospital, Tottenham. He then devoted himself to 
scientific research, and held the John Lucas Walker Studentship 
at Cambridge, the Gull Research Studentship in pathology, and 
a Grocers’ Research Scholarship. At the end of the last century 
he went out as a working member of the Tsetse Fly Disease 
Committee of the Royal Society. He next took charge of 
expeditions to investigate yellow fever in Brazil, organized by 
the Liverpool School of Tropical Medicine, and beriberi, 
organized by the London School of Tropical Medicine. Owing 
to impaired vision he had to give up active prosecution of 
research and worked for 30 years as supervisor of the labora- 
tories of H. P. Bulmer & Co., Ltd., cider-makers, at Hereford. 
He published many papers on medical, pathological, and 
hygienic subjects, and on horticulture and fruit-growing. 
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Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
Refresher Courses for Medical Officers released from H.M. Forces 


A 14-day general refresher course wiil begin on Monday, Dec. 3, 
at Southend-on-Sea General Hospital, and a special 14-day course 
on “ Pulmonary Tuberculosis, its Differential Diagnosis and Treat- 
ment,”” at Addenbrooke’s Hospital, Cambridge, in conjunction with 
Papworth, on Jan. 14, 1946. General practitioners may attend these 
courses should vacancies occur. No accommodation is provided, 
and all those attending must make their own arrangements. App,ica- 
tions for further information and admission should be made to 
Dr. Firth, Trinity Hall, Cambridge. 

The Raymond Horton-Smith Prize for 1944-5 is awarded to R.I.N. 
Greaves, M.D., for his thesis on the preservation of proteins by 
drying, with special reference to the production of dried human 
serum and plasma for transfusion. G. W. Harris, M.D., is proxime 
accessit for his thesis on the secreto-motor innervation and actions 
of the neuro-hypophysis, an investigation using the method of re- 
mote control] stimulation. 

During October the tities of the degrees of M.B., B.Chir. were 
conferred by diploma on M. M. Mason, of Newnham Coliege. 


UNIVERSITY OF SHEFFIELD 


At a meeting of the University Council, held on Nov. 2, the follow- 
ing appointments were made: Lecturer in Medicine, Dr. T. E. 
Gumpert, F.R.C.P. Lecturer in Surgery and Lecturer in Surgery to 
Dental Students, Mr. J. C. Anderson, F.R.C.S. Lecturer in Indus- 
trial Medicine, Dr. G. B. Oliver. Tutor in Surgery, Mr. A. G. 
Butters, F.R.C.S. 

Profs. H. N. Green, M.D., and Wilson Smith, M.D., were 
appointed representatives of the University on the Sheffield Hospitals 
Council. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 


At the annual meeting Mr. William Alexander Sewell was elected 
President; Dr. Geoffrey B. Fleming, Visitor; Mr. Waiter W. 
Galbraith, Honorary Treasurer; Dr. W. R. Snodgrass, Honorary 
Librarian; and Mr. Andrew Allison, Representative of the Faculty 
on ihe General Medical Council. The following were elected mem- 
bers of the Council: Dr. John Gardner, Mr. Archibald B. Kerr, 
Mr. G. T. Mowat, Mr. James H. MacDonald, Mr. J. W. Macfarlane, 
Mr. Eric G. Oastler, Mr. Charles Read, Mr. Matthew White, Dr. 
J. H. Wright, Mr. Roy F. Young. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


At the monthly meeting of the President and Fellows of the College, 
held on Nov. 2, Dr. Maurice Gerald Nelson and Dr. Michael 
Stanislaus O’Beirne were admitted Licentiates and Members of the 
College. 


Medical Notes in Parliament 


The Government and the Hospitals 


Mr. CHURCHILL on Nov. 8 asked Mr. Attlee by private notice 
whether in view of the public anxiety aroused he would state 
the decision reached by the Government on the future of hos- 
pitals, both voluntary and municipal. 

Mr. ATTLEE repl.ed that the Government could not be held 
tesponsible for any anxieties caused by unauthorized state- 
ments in the Press. The Government was not in a position 
to make any statement on the matter at present. 

Mr. CHURCHILL asked the Prime Minister to take into con- 
sideration that considerable harm had been done by an 
unauthorized statement, and that the springs of private charity 
might dry up before public benevolence began to flow. He 
pointed out that from day to day people were giving large sums 
to the voluntary hospitals or were leaving sums under bequests 
and that great disturbance had been caused by this unauthorized 
publication. Mr. ATTLEF said he was not prepared to acmit 
that there had been a leakage of the Government’s intention. 
He had made inquires and could not find that there had been 
any leakage. He hoped that in view of his statement the general 
public would not be deterred. Mr. CuyuRCHILL asked whether 
the House could now take it that these were idle and unauthor- 
ized rumours and that when the Government had a plan it 
would announce it. Mr. ATTLEE replied that at the right time 
a statement would be made by the Government. The intention 


was that it should be made to the House of Commons. The 
Government could not be responsible for intelligent or unintel- 
ligent antic.pations or imaginations in any section of the Press. 


Penicillin Supplies 


New factories for production of penicillin are under con- 
struction, which, with those now working, will provide sufficient 
to meet all foreseeable requirements. The Ministry of Supply 
Is consuilng Wien mr. Bevan a view to penicillin, “as soon 
as supplies permit, being made more widely available for use 
by doctors in those cases where experience indicates the need 
for its use.” 

Publicity for Diphtheria Immunization 


The expenditure on publicity for the immunization of 
children against diphtheria has been: 1940-1, £800; 1941-2. 
£2,276; 1442-3, £19,909; 1943-4, £30,777; 1944-5, £32,467. 
Since the immunization campaign started the number of deaths 
from diphtheria has fallen to one-third of the pre-war average. 
The number of cases has fallen by 28,000. Mr. Bevan calculates 
this means a saving of £800,000 for hospital care. 


Doctors’ Cars 


Mr. JOHN FOSTER suggested on Nov. 5 the granting of permits 
for reconditioned motor cars to doctors demobilized from the 
Services. Mr. ALFRED BARNES said the present limited supply 
of these vehicles fell far short of the number of deserving 
applications from cisabled ex-Service men, nurses, and mid- 
wives, for whom they were being reserved. He regretted that 
he could not adopt Mr. Foster’s suggestion. 

Mr. DALTON refused on Nov. 6 to arrange for qualified 
medical practit.oners to be allowed to buy motor cars free of 
Purchase Tax for use in their professional dut.es. He said that 
administrauvely the remission would be very difficult. 


Demobilization of Doctors 


Mr. Key said on Nov. 6 that the demobilization of doctors 
was receiving the urgent consideration of the Ministers con- 
cerned, and a statement would be made as soon as possible. 


Sale of Practices 


Mr. Bevan told Sir Ernest Graham-Little on Nov. 7 that he 
was aware that the uncertainty as to his future intentions witn 
regard to the continuance of the system of sale of practices was 
causing difficulties for doctors who were being demobilized in 
making agreements necessary to settle in practice. Asked to 
announce his policy, Mr. Bevan referred to an answer he had 
given on Oct. 11. 

Shortage of Nurses 


In a statement on Nov. 8 Mr. BEVAN said Mr. J. Westwood, 
Mr. G. Isaacs, and he had considered what action couid be taken 
to remedy the shortage of nurses and domestic staffs in hospitals. 
They had consulted with representatives of hospital authorities 
ana the organizaiions and trade unions representing nurses, 
midwives, and domestic staff. An agreed statement would be 
issued on Nov. 10. This dealt with the extent of the need 
and the causes of shortage and outlined the administrative 
measures which would be taken in an endeavour to remedy the 
present unsatisfactory position. He added that an urgent appeal 
was made in the statement to men and women to offer their 
services in one or other of the many fields of hospital work. 
This appeal would be supported by appropriate publicity. 
Publicity was not in itself sufficient. Conditions of service were 
of equal or greater importance, and codes had been drawn up in 
agreement w.th all concerned defining the conditions which it 
would be the aim of the Government and hospital authorities 
to ensure. The Government recognized many long-term prob- 
lems relating, for example, to the training of nurses and the pre- 
vention of wastage. These could not be dealt with fully in the 
statement and would require continuous study. The Govern- 
ment would give close attention to these matters. 


Civilian Doctors this Winter 


Mr. Bevan told Cmdr. Douglas Marshall on Nov. § that in 
the United Kingdom the present proportion of civilian doctors 
of all kinds to population was about 1 to 1.350, or in the case 
of general practitioners only, 1 to 2,500. The extent to which 
this position would be improved during the winter depended on 
the number of doctors to be released from the Forces, which 
was receiving the urgent cons‘deration of Ministers. Mr. Bevan 
added that the shortage of civilian doctors was itself an obstacle 
to organizing in advance any mobile units, although if the need 
arose mutual ass‘stance would be arranged locally. He said he 
had arranged with Service Ministers for the loan of medical 
officers so far as their resources permitted if an urgent need 
arose. 
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MEDICAL NOTES IN PARLIAMENT 


Britt 
MEDICAL JOURNAL 


Diphtheria Immunization 
A statement circulated by Mr. Bevan on Nov. 8 shows that 
the numbers of chiluren uncer 15 immunized againsi diphtheria 
in England and Wales under local authority arrangements 
during the past five years were: 


1940 and 1941 (separate totals not available) .. -y pene 400 
1943 i 039° "490 
1944 561,320 


In the same period, mortality in this 
country fell by nearly two-thirds, of 135,431 children notified 
as suffering from diphtheria 17,084 were immunized; and of 
3,346 children who died from diphtheria 118 were immunized 
and 3,228 unimmunized. He added that the cost of carry.ng 
out immunization fell on local authorities except for the cost 
of the toxoid supplied to them free by the Government, which 
has averaged about £13,500 a year. He had no information 
about the number of doctors who, as medical officers of local 
authorities or as practitioners engaged on a sessional basis, had 
taken part in this work. 


The Public and the Common Cold 


Cmdr. MAITLAND asked Mr. Bevan on Nov. 8, in view of the 
number of working days lost during the winter months by 
epidemics of the common cold and intiuenza, to in.tiate a nation- 
wide campaign to encourage the voluntary use of inoculation 
against these diseases and to arrange for the inoculation to be 
given at the expense of the Government. Mr. Bevan said the 
general results so far obtained of inoculation against the common 
cold and against influenza were not such as to justify the 
measures suggested. The publicity campaign would be actively 
continued, to make known the rules of healthy living and to 
check infection through careless coughing and sneezing. 


The Invalided Psychoneurotic 


On Nov. 8 Sir IAN FRASER asked the Minister of Pensions to 
undertake an inquiry into the attitude of his Ministry towards 
cases of psychoneurosis with a view to securing more 
sympathetic and generous treatment of them. 

Mr. PALING said he was satisfied that cases of psycho- 
neurosis were sympathetically and generously treated by his 
Department. As in the case of any other disability, pension 
was dependent on whether the condition was causally connected 
with war service. But where a man who had been invalided for 
psychoneurosis was in need of and likely to benefit by institu- 
tional treatment, free treatment was provided in special centres 
even though the condit.on was neither attributable to nor 
aggravated by war service. Attention was given as part of the 
treatment to the man’s re-establishment in employment, and 
where necessary vocational training was arranged. 


Raynaud’s Disease and Vibrating Machines 


Dr. MorGaNn inquired on Nov. 8 whether any reports had yet 
been made of the number of cases with an increasing incidence 
of alleged Raynaud’s disease or dead hand or disabilities 
classified as vibrational diseases as the result of handling by 
workmen of vibrating rotating machines in a factory at Trafford 
Park, Manchester. 

Mr. JAMES GRIFFITHS answered that he had no information 
in regard to such cases at a factory at Trafford Park. Extensive 
investigations had been carried out by the Medical Inspector 
of Factories and the Medical Research Council in collaboration 
into the effect of electrically driven vibrating tools in factories in 
Lancashire and Cheshire. These had not disclosed evidence of 
disability beyond frequently recurring transient effects, which 
in some cases might be sufficient to cause the man to seek a 
change of employment. There was not enough evidence that 
Raynaud's disease was so specific to employment as to justify 
its inclusion in the Schedule of Industrial Diseases under the 
Workmen’s Compensation Act. 


Public Assistance Medical Care.—Mrs. CASTLE suggested on Oct. 
25 that the Minister of Health should, pending the establishment of 
a national health service, encourage public assistance authorities to 
introduce the open-choice system of medical assistance for needy 
persons not covered by the Health Insurance Acts, so that they 
could obtain free medical treatment from their own doctor. 
Mr. Bevan said he was prepared to consider favourably any 
application for his consent from a_ public assistance authority ‘which 
found it practicable to introduce the open-choice system. 


Medical Examination of Tin-miners—Mr. BEECHMAN on Oct. 25 
asked the Minister of National Insurance to ensure that intending 
tin-miners were medically examined before they took up work and 
that all tin-miners had periodical medical examinations. Mr. JAMES 
GrirFirHs regretted that the difficulty of finding doctors with the 
special experience necessary to carry out the examinations made it 
impossible now to propose such extension of the statutory require- 
ment. The matter would be kept under review. 


The Services 


The following have been awarded the RNVR. Officers’ Decora- 
tion: Surg. Cmdr. H. P. Widdup, Acting Surg. Cmdr. D. A. Imrie, 
and Surg. Lieut.-Cmdrs. P. D. Daly, M. G. Stratford, W. G. 
Campbell, and W. Gough, R.N.V.R. 

The following awards and mention in dispatches have been 
announced in recognition of gallant and distinguished services in the 
field : 

M.C.—Major (Temp.) O. G. Prosser, Capts. E. F. M. Caraher 
and A. C. P. D. Thomson, and Lieut. M. A. Egan, R.A.M.C. 

Mentioned in Dispatches. Sis D. R. Macaulay, R.A.M.C. 


Repatriated.—Capt. Hugh De Wardener, R.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 


Killed.—Surg. Lieut. Colm Nolan, R.N.V.R. 
Killed in road accident in Rome.—Major John French, R.A.M.C. 
Wounded.—Surg. Lieut. J. Wedgwood, R.N.V.R. 


Medical News 


A sessional meeting of the Royal Sanitary Institute will be held at 
Halifax Town Hall on Saturday, Nov. 17, at 10.15 a.m., when papers 
will be read by Mr. J. W. Beaumont on “ Rodent Control” and 
by Dr. G. C. F. Roe on “ The Nature, Incidence, and Treatment 
of Mental Defect.” 

A course for Dominion and Allied Forces arranged by the British 
Council at the Overseas Club, Birmingham, from Nov. 19 to 24, 
will include a talk by Dr. H. Guy Dain, Chairman of Council of 
the B.M.A., on “* The State and Medicine.” 

Dr. A. S. Parkes, F.R.S., will speak on ‘“‘Some Problems of 
Reproductive Physiology ’’ at a meeting of the Eugenics Society to 
be held on Tuesday, Nov. 20, at 5.30 p.m. in the rooms of the 
Royal Society, Burlington House, W., with Mr. Eardley Holland, 
P.R.C.O.G., in the chair. All interested in this subject are invited 
to attend. 

Dr. G. Macdonald, Director of the Ross Institute, London School 
of Hygiene and Tropical Medicine, will read a paper on ‘“* Tropical 
Hygiene and the Oversea Empire’ at the Royal Society of Arts, 
John Adam Street, Adelphi, on Tuesday, Nov. 20, at 1.45. Sir 
Rickard Christophers will preside. Tickets may be obtained from 
the acting secretary of the Dominions and Colonies Section, Royal 
Society of Arts, John Adam Street, London, W.C.2. 

A meeting of the Medico-Legal Society will be held at 26, Port- 
land Place, W., on Thursday, Nov. 22, at 8.15 p.m., when a paper 
wil! be read by Mr. T. Mervyn Jones on ‘* The Medico-Legal Aspects 
of War Injuries.” 

A general meeting of the Medical Society for the Study of 
Venereal Diseases will be held at 11, Chandos Street, W., on Satur- 
day, Nov. 24, at 2.30 p.m., when an address on the prevention of 
syringe-transmitted hepatitis will be given by Major S. M. Laird. 
R.A.M.C. 

The British Empire Leprosy Relief Association has arranged a 
public meeting to be held at Friends House, Euston Road, N.W., on 
Tuesday, Nov. 27, at 6.30 p.m. The Archbishop of Canterbury will 
take the chair and Dr. Ernest Muir is among the speakers. An 
exhibition will open at 6 o’clock ; there will be a cinematograph film. 
and singing by the Toc H male voice choir. Admission is by ticket 
(free) on application to the Organizing Secretary, B.E.L.R.A., 167. 
Victoria Street, S.W.1. 

An open meeting of the Neurosis Subcommittee of the Royal 
Medico-Psychological Association, to which all interested are in- 
vited, will be held at 11, Chandos Street, London, W., on Thursday. 
Nov. 29, at 11 a.m., when there will be a discussion on “ Education 
in Mental Hygiene,”’ to be opened with short papers by Dr. Clifford 
Scott and Dr. R. Sutherland. The next quarterly meeting of the 
Association will be held at 11, Chandos Street, W., on Friday, 
Nov. 30, at 10 a.m., when papers will be read by Dr. Elizabeth 
Casson on “ The Psychiatric Approach to Work of Rehabilitation © 
and by Dr. T. M. Ling on “ Psychiatric and Industrial Aspects of 
Rehabilitation.” A discussion will follow. At 2.30 p.m. the 
twentieth Maudsley Lecture will be delivered by Sir Laurence Brock. 
lately Chairman of the Board of Control, on ‘The Place otf 
Psychiatry in the Public Health Service,” at the Royal Society of 
Medicine (1, Wimpole Street, W.). Psychiatrists and other medical 
practitioners, psychologists, and members of the legal profession, 
teachers and students, and all interested are cordially invited to 
attend. Admission is without ticket. 
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Members of the Welsh Branch of the Society of Medical Officers 
of Health from a wide area, accompanied by their wives, attended 
a complimentary dinner in honour of Prof. Ralph M. F. Picken, 
Acting Provost of the Welsh National School of Medicine, and 
immediate past-president of the Society of Medical Officers of Health, 
at the Park Hotel, Cardiff, on Nov. 8. Prof. Picken was accom- 
panied by Mrs. Picken, and the toast of the evening was proposed 
by Dr. D. Rocyn Jones, Medical Officer of Health for Monmouth- 
shire, seconded by Dr. E. Colston Williams, late County Medical 
Officer for Glamorganshire. Dr. James C. Gilchrist, Cardiff 
(president of the Branch), presided. 

On Oct. 20 (p. 543) Sir Arnold Lawson, president of the Royal 
Medical Benevolent Fund, made a moving appeal for contributions 
to the Christmas Gifts Fund. Readers who meant to respond but 
have not yet done so are asked to send their contributions marked 
*“Christmas Gifts’ to the Secretary, R.M.B.F., 1, Balliol House, 
Manor Fields, Putney, S.W.15. 

The fourth All India Obstetric and Gynaecological Congress will 
be held in Lahore in December. The subjects for discussion are: 
puerperal sepsis, pelvic inflammation, and ante-natal care. The 
address of the Secretary of the Scientific Section of the Reception 
Committee is 39, Chamberlain Road, Lahore. 

The faculty of the Medical School of the University of Rio de 
Janeiro has recently conferred the degree of doctor honoris causa 
on Dr. Pasteur Vallery-Radot, head of the French Cultural Mission 
to South America now at Rio de Janeiro. 

The Board of Control wishes to remind medical practitioners 
who before enlistment had been approved for the purpose of making 
recommendations in respect of voluntary and temporary patients 
under the Mental Treatment Act, 1930, and who are returning to 
civilian practice from the Forces, that before making medical recom- 
mendations under the Act they should ascertain by inquiry addressed 
to the Board of Control at the Clifton Hotel, St. Annes-on-Sea, 
Lancashire, whether their approval is still current. This is necessary 
as in some cases approvals may have expired during the absence on 
service of an approved doctor. 

Dr. William Baron Cockill, who has long practised at Kendal 
and is a J.P. for Westmorland and consulting physician to the 
County Hospitai, has been made an honorary freeman of the 
borough of Kendal. 

Prof. L. P. Garrod has lately visited Belgium to lecture on penicillin 
to medical audiences at the invitation of the University of Louvain 
and under the auspices of the British Council. 

Dr. Alizon Frances Stookes has been released from internment 
in Japanese hands. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 
In England and Wales infectious diseases were slightly less 
prevalent than in the preceding week, the only exception being 
acute pneumonia, notifications of which went up by 29; the 
incidence has increased by 81% during the past four weeks. 

The largest variations in the incidence of diphtheria were a 
rise of 13 in Durham, and a fall of 20 in Lancashire. London 
reported 32 fewer cases of whooping-cough than last week. 
The largest new outbreak of this disease during the week was 
in Merioneth, Dolgelley R.D., 18 cases. 

No fresh outbreak of dysentery was reported during the week, 
and the total notifications fell by 37. The largest returns were 
Lancashire 67, London 43, Warwickshire 21, Yorks West 
Riding 13, Glamorganshire 13, Middlesex 11, Essex 10. 

For the six weeks ended Oct. 20, influenza deaths in London 
and 126 great towns numbered 54 as compared with 96, 75, and 
60 in the corresponding period of the last three years. 

In Scotland there were increases of 24 in the incidence of 
diphtheria, and of 31 for whooping-cough, while notifications 
of scarlet fever fell by 22, and of dysentery by 21. The only 
large return of dysentery during the week was that of Glasgow, 
where 35 of 66 cases were notified. 

In Eire there was a general fall in the incidence of infectious 
diseases, notifications being fewer than last week by the follow- 
ing amounts: diphtheria 16, enteritis and diarrhoea 16, measles 
46, scarlet fever 15, whooping-cough 21. Fifty-one of the 65 
cases of diarrhoea and enteritis were reported from Dublin 
C.B. 

In Northern Ireland notifications of diphtheria rose by 11, 
and of scarlet fever by 12. 


Week Ending November 3 


The notifications of infectious diseases in England and Wales 
juring the week included: scarlet fever 1.819, whooping-cough 
1,041, diphtheria 585, measles 496, acute pneumonia 458, 
zerebrospinal fever 35, dysentery 211, smallpox 1, paratyphoid 
5, typhoid 9, poliomyelitis 24. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Oct. 27. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London) 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland 

dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1945 1944 (Corresponding Wee} 
| (a) | (c) | (d); (a) | | (d)] 


) 
Cerebrospinal fever .. | 35} 3) 20 3} <— 47 4 
Deaths - 1 — | i 


Diphtheria 


8 
Deaths 9 8) 1 2 2: - 


46, 185) 60 26, S54 9 204 128 


Dysentery 
Encephalitis lethargica, 
acute 
Deaths 


Deaths 


Infective enteritis or 
diarrhoea under 2 
years 

Deaths 


Erysipelas 
| 


71 19) 21) 37; 2 18) 7 


Measles* 422) 47| 71° 46 3) 4,442) 65) 309! 30! 99 


Ophthalmia neonatorum 
Deaths 


Paratyphoid fever coil 5; — |2(B)) — , — 
Pneumonia, influenzalt | 547, 54 3 5 1 538) 32} 10) 2 2 
Deaths (from influ- | | 
enza) 16) 44 4 17, 


Pneumonia, primary .. | 162) 20) 178} 26 
Deaths 


Polio-encephalitis, acute 5; — —} 
Deaths 


Poliomyelitis, acute .. 27 2 a 


Puerperal fever . . af 3| 18| — 
Deaths 


Puerperal pyrexiat .. 113; 8| 19 2) 3f 162} 16 10 1) 
Deaths j 


| 
i 
Deaths | | | 


Scarlet fever 1,754) 145} 353) 24) 43} 2,288) 
Deaths : — |— | — 2) 
Smallpox 

Deaths 


Typhoid fever .. 12 2| — | 3 
Deaths ag — 


Typhus fever .. — — | 
aths 


31 1,061; 52) 76} 20) 10 
J 


Whooping-cough * 1,029} 56 75, 23) 
Deaths 1; 1} — | 

Deaths (0-1 year) 
Infant mortality rate | | 
(per 1,000 live births) 

673) 115} 4,279! 589) 551; 182) 132 

| 12-6, 11-0} § 


5 
2} 12 342; 19 55; 40) 31 


ve) 

_N 


Deaths (excluding still- 
births) = 
Annual death rate (per } | | 
1,000 persons living) | 12-7) 11-8 


5.913| 814| 826| 343, 233] 6,728) 508| 983) 361| 250 
| | | 
} 20-01 23-4} § 


Live births 
Annual rate per 1,000 


persons living | 16-5) 22:1) 
Stillbirths 169] 18] 33) | 197} 13} 29] 
Rate per 1,000 total | 
births (including | 
stillborn)... 38 29) 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. } 

t Includes puerperal fever for England and Wales and Eire. 

§ Owing to movements of population, birth and death rates for Northern 
Ireland are still not available. 
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EDITOR, British JouRNAL, B.M.A. House, TavistocK SQuaReE, 
Lonpon, W.C.1. TeLepHone: EUSTON 2111. TeELEGRAMS: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to .be offered to the British Medical Journal alone 
unless the contrary be stated. 


Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. 


ADVERTISEMENTS should be addressed to the Advertisement Manager. 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.) 
TELEPHONE: EUSTON 2111. TELEGRAMS: Articulate Westcent, London. 


MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 


Association. TELEPHONE: EUSTON 2111. TELEGRAMS: Medisecra Westcent, 
London. 


B.M.A. ScoTTisH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 


Exercises during Pregnancy 


Q.—What is the value of exercises in pregnancy, with the idea of 
freeing the pelvic joints for labour? 


A.—There are many exercises designed to loosen pelvic joints, 
and the following are examples: 

1. Swinging first one leg and then the other while holding on 
to a support. Forward and backward kicking and circular move- 
ment of the leg. 

2. Standing in front of a chair and raising each foot in turn and 
placing it on the seat. 

3. Flexion and extension of the trunk, bending low as if to 
“touch the toes.” 

4. Squatting low with the knees well apart, and also with knees 
together. 

5. Ascending and descending stairs, two at a time, without the 
support of the banister. 

6. Kneeling and alternatively adopting the knee-chest position 
and sitting back on to the heels. 

Exercises of such kinds are advised for the later weeks of 
pregnancy, but can with advantage be performed regularly through- 
out pregnancy. Those who believe that free movement of the pelvic 
joints is important for natural delivery emphasize the need for such 
movements—e.g., manual labour involving low bending, and low 
squatting for defaecation during earlier life. Reference should be 
made to Safe Childbirth by Kathleen O. Vaughan (Bailliére, Tindall 
and Cox, London, 1937). Antenatal exercises are also mentioned in 
several of the semi-scientific books written for expectant mothers: 
yet they receive scanty if any mention in obstetrical textbooks. This 
is probably because most obstetricians appear to take the view that 
set exercises are tendered unnecessary if a woman performs her 
normal household duties, which involve bending, stooping, kneeling, 
scrubbing floors, running up and down stairs, etc. 


Cholecystitis: Diet and Treatment 


Q.—With reference to the question and answer “ Heartburn and 
Cholecystitis” in the JouRNAL of Sept. 22 (p. 412), | would be grate- 
ful for detailed instructions on the treatment of this condition, with 


‘special reference to diet and medicinal treatment. 


A.—On theoretical grounds which are difficult to defend, various 
diets have been prescribed for cholecystitis. In particular, a low-fat 
diet has been recommended because the liver may be diseased, or 
because the flow of bile is scanty, or because cholesterol forms gall- 
stones. In the ordinary uncomplicated case of cholecystitis there is 
no reason to believe that any of these fears is justified. Fat is the 
normal stimulus for the discharge of bile into the duodenum, and 
this promotes the drainage of the biliary system. The dyspepsia of 
cholecystitis is probably due to reflex disturbances of gastric tonus. 
and the diet should be planned from this point of view. Provided 
fried foods and indigestible types of fatty foods, such as pork, are 
avoided, the patient should tolerate ordinary quantities of natural 
fats, such as butter, milk, cream, and eggs. Small dry meals are 
probably better than slops, as in other forms of gastric flatulence, 
and fluids should be taken between meals. A bland diet should, 
therefore, be planned on these lines. Spices and condiments, rich 
foods, new bread, hot rolls, pastry, and gaseous vegetables such as 
turnips and those of the cabbage family, should be avoided, and 
raw fruit and greens taken with forbearance. Many patients with 
cholecystitis are obese, and their diet should be reduced to a level 
at which they will lose weight. 

Biliary antiseptics are probably of little value. There is no 
evidence that hexamine or sodium salicylate is excreted in the bile 
in antiseptic concentrations. Sulphonamides, on the other hand, do 
reach effective levels in the bile, but they are dangerous drugs to 
give over long periods of time. Medicinal treatment therefore comes 


down to biliary drainage and symptomatic remedies for dyspepsia. 
Biliary drainage is best promoted by a teaspoonful or more of 25% 
solution of magnesium sulphate on waking in the morning, and a 
dessertspoonful of olive oil before the midday and evening meals. 
For the flatuience alkalis may be given combined with carminatives 
such as cardamoms or spirits of ether. 


“He Died Peacefully ...” 


Q.—The Press frequently report, “ So-and-so died peacefully in 
his sleep.” Excluding senile decay or a ruptured brain vessel, is 
there any justification for such statements? Novel writers also dis- 
pose of characters by the same procedure. One must also exclude 
“coma” from various causes. What proportion of people “ die 
peacefully ? 


A.—It is impossible to say what proportion of people die peace- 
fully during sleep, for there are no available statistics. If senile 
decay, cerebral haemorrhage, and coma from various causes are 
excluded, as the question suggests, the number is probably fairly 
limited. 

A distinction must be drawn between those suffering from an 
advanced disease and those apparently healthy. In the former, death 
frequently occurs in the early hours of the morning during sleep 
and occasions no surprise. On the other hand, death of this sort 
is quite unlikely in the latter group, but it may. arise in people with 
unsuspected disease of the heart, such as coronary disease or fatty 
degeneration. In.young children, sudden death sometimes happens 
from bronchopneumonia and gastro-enteritis which had given rise 
to no serious symptoms. Such death may take place during sleep 


Disseminated Sclerosis and Trauma 


Q.—A patient suffering from severe injury to the left leg followed 
by osteomvelitis necessitating amputation develops disseminated 
sclerosis. Could the shock of the injury or the sepsis be a causative 
agent? History: injury December, 1940;  sepsis—osteomyelitis; 
amputation December, 1942; symptoms of disseminated sclerosis 
first noticed November-December, 1942. 


A.—Many cases similar to this have been reported, and some 
clinicians find it difficult to resist the view that severe trauma may 
cause disseminated sclerosis to develop. Isolated cases, however, 
prove nothing. statistically, and one has to set against them the 
enormous number of injuries which are sustained by young men in 
wartime and which are not followed by disseminated Sclerosis. 
Since we do not know the cause of the disease we can neither 
explain how an injury could precipitate it nor on a priori grounds 
exclude the possibility. In the present state of our knowledge, 
therefore, the only possible proof is a statistical one, in the absence 
of which the verdict must be “ not proven”. 


Methods of Vaccination 


Q.—! would be grateful for an opinion on the intradermal method 
of vaccination. In my experience this method never causes a patient 
the slightest inconvenience. Difficulty in following up cases has pre- 
vented a personal opinion on its efficacy. Many practitieners, both 
recently qualified and with long experience, still seem to use the 
scratch’ method. 


A.—The objections to injecting vaccine lymph intradermally are 
that it contains glycerin, which is an irritant, and may, in spite of 
glycerination, contain living bacteria, which are much more likely 
to cause secondary infection if actually injected into tissue. The 
scarification or multiple-pressure methods (see B.M.J., 1944, 2, 781), 
in which the lymph is placed on the surface and the vaccinia virus 
is simply given access to epidermal cells by very superficial trauma, 
have not these objections; they are fully efficient and simpler to 
perform. 

“ Difficult Eaters ” 


Q.—Not uncommonly mothers come to me with the complaint 
that “I can’t get my child to eat.’ Physical examination usually 
excludes such possible causes of anorexia as tuberculosis and rheu- 
matism. I would like advice on the general management of the 
“ difficult eater.’ Would there be any point in prescribing vitamin 
B, in such cases, even though one knows the daily menu is satis- 
factory? 


A.—This common problem is most difficult to solve without much 
more information, and preferably with an interview so as to see 
exactly the mother-child relationship. It is not the type of question 
to be answered by correspondence. Moreover, the question raises 
difficult points, for neither tuberculosis nor rheumatism is at all 
likely to produce anorexia as a dominant symptom in a child, nor 
are they easy to exclude by physical examination. The sort of 
approach may be on the following lines: Is there any intestinal 
trouble? State of teeth and throat? Is there chronic infection of 
tonsils, lungs, kidneys? What is the daily dietetic programme? Is 
the child allowed to get hungry by a strict three meals a day, or is 
milk, apple, orange-juice, or cod-liver oil, for example, allowed to 
spoil the development of an appetite? Does the child feed alone? 
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Is there active resistance or a mere passive lack of interest? Is 
there anything the child really likes? What is the age? Does he go 
to school? Is he any better eating with strangers or in company? 
Mere prescribing of ‘vitamin B or anything else is useless unless a 
broad approach is made. Finally, does it really matter? Many 
children brought for anorexia are found to be over weight and gain- 
ing steadily. Reassurance of the mother is often the only “ treat- 
ment ”’ required. 
Salty Taste in Mouth 


Q.—An increasing number of patients complain of an unpleasant 
salty or metallic taste in the mouth, without relation to food, and 
with no abnormal conditions of teeth, gums, tongue, or accessory 
sinuses; no signs of hysteria or of perverted taste sensations. Test- 
ing the sense of taste in the usual way gives normal results. Is there 
any possible dental cause ? 


A.—Patients who have had recent amalgam fillings occasionally 
complain of a metallic taste, especially if the filiing is in contact 
with another gold or amalgam filling or gold denture ; but this usually 
passes off after a time. If the abnormal taste is really distressing 
and can be traced to the new filling, this must be removed and re- 
placed by some non-metailic material. That this complaint is on 
the increase does not seem to be a general observation. Patients 
who are receiving injections of the heavy metals sometimes complain, 
especially when the gums become inflamed. 


Ocular Diplopia 


Q.—I find that the subject of ocular diplopia, in particular the 
diagnosis of the muscle or muscles involved, is not very well done 
in many of the eve and general medical textbooks. Is there a text- 
book or monograph you can recommend ? 


A.—Diplopia is so wide a subject that any short description 
must lack sufficient clarity to make the subject really understandable. 
Double vision may be divided into that which is met with in one 
eye and that which appears only when both eyes are open. The 
former is, inter alia, found with lens opacities and sometimes during 
orthoptic training, when both a true and false macula are being used 
in one eye. Binocula: diplopia is of course seen as a normal appear- 
ance of objects nearer than or beyond a constant point of fixation 
of the gaze. This type is called physiological. Artificial diplopia 
can be produced by digital pressure on one eye, especially in an 
upward or downward direction or by a prismatic effect—as, for 
example, when spectacle lenses are badly dispensed. The third type 
(pathological) is seen in many different kinds of case—e.g., displace- 
ment of the eyeball and partial or complete paralysis of one or 
more of the extraocular muscles. The above is merely a list of some 
of the causes of diplopia; to extend the list and to embark upon a 
differential diagnosis of any practical value would entail the writing 
of a small handbook. The method of diagnosing a paresis of one 
of the extraocular muscles is confusing to many. A succinct account 
is given in Bishop Harman’s Aids to Ophthalmology (Bailliére, 
Tindall and Cox, Ss.); having once seen a practical demonstration, 
no one should experience any difficulty. 

Briefly, the underlying principles are to discover which eye is at 
fault, and then which muscle of the affected eye is deficient in 
movement. To find the faulty eye, spectacles with red glass in 
front of one eye and green or white in front of the other are 
worn by the patient, who is told to keep his head still and only 
to follow the movements of a light in front of him with his eyes. 
An elongated light such as a candle flame should be used. The 
false image is the one which lies farthest in the direction of greatest 
diplopia and because of its colour can be traced to the affected eye. 


If the images were crossed over—i.e., right eye image to patient’s: 


left—then the eyes are divergent, and an in-turning muscle is at fault. 
To determine which muscle is weakened, reference must be made to 
the diagram found in the textbooks. This diagram may be learnt 
by heart or by repeated reference. 


ichthyosis 


Q.—A girl of 12 years has a chronic dry scaly skin, worse in 
winter, when the skin of the legs cracks. Lately she has been put on 
thyroideum siccum, one 1/10-grain tablet daily, with no improvement 
so far. What is the usual experience of such treatment in these 
cases ? 


A.—The somewhat brief description in this case suggests a mild 
form of ichthyosis. This is a chronic dryness of the skin, often a 
familial disorder, and sometimes associated with asthma and_ hay- 
fever. The object of treatment is to replace Nature’s deficiency by 
supplying some oily material which does not become rancid, and 
for this purpose liquid paraffin is usually well tolerated: it is some- 
times an advantage to add a small amount of powdered starch to the 
liquid paraffin before applying it. The object of the treatment should 
be to make the skin less harsh and dry, using the remedy as often 
as is necessary to produce this result. Opinions differ as to the value 
of thyroid, which in the writer’s experience is valueless in this 
condition. 
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Methylene Blue for Threadworms 


Q.—I have heard methylene blue described as better than xertian 
violet for treating threadworms, and less likely to cause vomiting 
What dose would be needed for a 4-year-old child ? 


A.—Pakenham-Walsh (Lancet, Nov. 4, 1944, p. 612) records 
success in two cases of threadworm infection which he treated with 
methylene blue, “ gr. 3 t.d.s. for a week”: so far these results do 
not appear to have been confirmed. Chopra and Chandler (Anthel- 
mintics and their Uses, 1928, p. 197) state: ‘* Methylene blue in 
doses of 20 grains, large enough to cause nausea and vomiting, acts 
only as a feeble anthelmintic.” The suggested dose for a child 4 
years old is 1/4 to 1 grain t.i.d. 


Bursa on Knee 


Q.—A man aged 25 received three years ago a shrapnel wound 
of his right knee. Shrapnel lodged in the end of the femur was 
removed at operation within a few hours, and he was left with a 
knee-joint which functioned normally. A month ago, while playing 
football, he fell on this knee and suffered great pain. The swelling 
round the joint was excessive but subsided with two days’ rest and 
local lead and spirit lotion; but he was left with a great amount of 
fluid in the suprapatellar bursa. After a further weck’s rest the 
absorption of the fluid from the bursa appeared to cease. About 
35 c.cm. of almost pure blood (which did not clot on standing) was 
aspirated aseptically, and the knee then appeared normal; but in spite 
of a crépe bandage the fluid appeared again within a day. A week 
later another 25 c.cm. of a similar fluid was aspirated, and again, 
within a few hours, the bursa had refilled. He gives no history of 
bleeding into or swelling of any other joint, etc. X-ray examination 
shows no bony abnormality. What is the most likely cause of this 
condition, and what lines of treatment could be adopted ? 


A.—This is a difficult question to answer without clinical contact 
with the problem. The fact that this young man was able to play 
football suggests that the previous shrapnel wound is of no impor- 
tance in the recent episode, particularly if, as is stated, radiography 
is negative. An independent intra-articular lesion is probable, such 
as a cruciate ligament rupture or meniscus tear. The statements that 
““the knee then appeared normal” and that “ x-ray examination 
shows no bony abnormality ” are not convincing unless backed by 
detailed positive or negative notes relating to sites of tenderness. 
stability, range of movement, muscular competence and wasting, or, 
on the other hand, the state of bone densities and outlines, joint 
interval, soft-tissue shadows, etc. 


“ Non-specific Urethritis ” 


Q.—Cases labelled “ non-specific urethritis” occur with increasing 
frequency. What are the latest views on aetiology, bacteriology, and 
pathology? A man became infected six months ago after inter- 
course with the woman he wishes to marry. When he is pronounced 
cured, what are the possibilities of reinfection should the union take 
place ? 

A.—It is not possible to answer this question fully within the space 
available. There is a good deal of evidence that non-specific 
urethritis is not an entity but includes a number of conditions such 
as chronic gonorrhoea (the gonococcus being difficult or impossible 
to find) and traumatic, chemical, or bacterial conditions due to such 
organisms as staphylococci, streptococci, B. coli, etc. Infestation . 
with Trichomonas vaginalis is thought by some to be a not un- 
common cause, and a virus has been suspected but not yet 
incriminated. 

Treatment will depend on the cause: a traumatic or chemical 
urethritis will clear up if the cause is removed, and an alkaline 
diuretic is often helpful. Inquiry should be made as to the previous 
use of injections for prophylactic purposes or of irritating contra- 
ceptives by the partner. If masterly inactivity, with or without 
alkaline diuretics, fails, the ‘“ sulpha” drugs may be tried, or even 
penicillin, on the chance that the infecting organism is a sensitive 
one. Gentle irrigation with mercury oxycyanide 1: 8,000 is often 
successful in bacterial cases, whilst if Trichomonas vaginalis is re- 
sponsible the urine should be rendered and kept alkaline. If all 
the above measures fail, a careful urethroscopic examination should 
be carried out in view of the possibility of a stricture or a Littritis 
being the cause. 

Both “ sulpha ” drugs and penicillin have cured numerous Cases, 
but by no means all; when they have been successful, chronic gonor- 
rhoea was probably the correct diagnosis. Such therapy is, of course, 
usually empirical. It is doubtful how far patients with non-specific 
urethritis are infectious. When it is realized how frequently married 
women suffer from leucorrhoea and what a menagerie of organisms 
can be found in the vagina of the average multipara, it is surprising 
how few married men become infected. It is always wise to examine 
the partner of the patient, remembering to look for Trichomonas 
vaginalis; but Regulation 33B cannot be invoked, since it applies 
only to the three official forms of venereal disease—syphilis, gonor- 
rhoea, and soft chancre. 
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In the case of the man who was infected six months ago by the 
woman he proposes to marry, it is fairly obvious that he is liable 
to be reinfected by her unless she is treated. Certainly it would be 
wise to examine her, because if she infected the man, obviously she 
herself was infected. 

There is no doubt that a mild urethritis, difficult to cure and liable 
to relapse, has become much more common during the last three or 
four years than it was previously. A good deal of work has been 
done on it, but the cause has not yet been definitely identified and 
treatment is largely empirical in consequence. (See also Brit. J. 
vener. Dis., 1942, 18, 106.) 


INCOME TAX 


Payment to Wife 


Ww. B. asks what is “ the highest sum one can pay one’s wife (for 
clerical assistance, etc.) free of income tax from the practice 
account.” 


*," The only possible answer to this question is that the wife can 
be paid as much as her services to the practice are worth—and no 
more. The effect on taxation depends on the extent to which the 
wife’s earnings as an employee would be taxable. At present the 
wife is entitled to a maximum allowance of £80 against her earnings, 
and to the 10% earned income allowance, if the husband is not 
already receiving the maximum amount (£150) of that allowance. 


Eire Resident: English Building Society Interest 


M. M. asks: “Is an Eire resident liable to the Eire Government 
for income tax on dividends received from an English building 
society? ” 


*," The only reason why such dividends are not assessed on 
British residents is that under a special arrangement the building 
societies make payment to the British Government of sums estimated 
to be a reasonable composition for the tax which would otherwise 
be due from depositors, etc. So far as we are aware no such pay- 
ment is made to the Eire Government and the answer to this 
question is apparently ‘“ Yes.” 


LETTERS, NOTES, ETC. 


Names of Drugs 


Dr. Donatp V. BATEMAN (Woodford Green, Essex) writes: In 
“Any Questions?” (Oct. 13, 1945, p. 519) there is a question on 
“* Generalized Sweats,” in the course of which the questioner refers 
to phenobarbitone. In the answer mention is made of the same 
drug but as represented by the word “ luminal ” with neither capital 
initial letter nor inverted commas. It is disappointing to find your 
correspondent falling into the habit of referring to a proprietary 
product as though the name were an official pharmacopoeial word. 
Not so very long ago many candidates in a final examination, asked 
about nikethamide, were nonplussed by what seemed a mysterious 
word, when they could have written about “coramine” with 
familiarity. Our authority for a drug’s correct name is the British 
Pharmacopoeia ; not one particular commercial firm’s trade mark for 
its Own preparation of the drug. 


“. Dt the same time we should remember that the discovery of 
the drug is often made by the commercial firm in the first instance, 
or rather by its chemists.—Ep., B.M.J. 


Bell’s Palsy 


Dr. EpGar Cyriax (London, W.1) writes: I have read with great 
interest the article by Drs. H. P. and Cecily M. Pickerill on the 
early treatment of Bell’s palsy (Oct. 6, p. 457). But I feel I must 
draw attention to a method of treatment of peripheral facial paralysis 
which is very little known. Briefly speaking, it consists of manual 
vibrations applied over the mastoid process to promote absorption 
of the exudation so often present, and of manual mechanical stimula- 
tion of the facial nerve by means of “ nerve friction” according to 
the methods of Henrik Kellgren. This treatment, especially as 
regards the vibrations, can be started immediately, and the combined 
manipulations give very good results indeed. A complete technique 
has been described by me in International Clinics (1912, 22s, 1, 40) 
and Brit. J. phys. Med. (1943, 6, 37). 


Liver Extracts 


Dr. H. M. Waker (London) writes: In ‘“ Any Questions? ” 
(Oct. 6, p. 482) an inquiry is made regarding the treatment of aplastic 
anaemia or essential thrombocytopenia with liver extract. The reply 
contains some statements which seem to be contrary to all established 
fact, and in many ways misleading. The statement that “it is a 
good rule that no patient with a blood disorder should be denied 
the opportunity of responding to liver therapy” is completely at 
variance with experience and practice. What effect would liver ex- 
tract have on myelogenous leukaemia or haemolytic anaemia? Liver 
extract is specific in macrocytic anaemias, and, although it may have 


some value in combination with iron in iron-deficiency anaemia, its 
use in the latter condition is by no means generally accepted. The 
statement that purified extracts are more reliable than crude, and 
the conclusion that this is due to greater care in clinical testing, 
is incorrect. Both purified and crude extracts are reliable, and they 
are submitted to exactly the same type of test. Finally, the state- 
ment that the use of proteolysed liver therapy by mouth is superior 
to any form of intramuscular therapy is just incorrect. Injection 
treatment is the method of choice, and is supported by all the 
authoritative writers on the subject. 


Infection from Dead Teeth 


Dr. SypNEY PerN (Ballarat, Victoria) writes: In your issue for 
May 26 (p. 749) Dr. J. B. Parfitt discusses infection from dead 
teeth. I cannot say that from twenty-five years’ experience I am in 
agreement with him. I have long ago given up the idea that x-ray 
examination was of any value in deciding infection or otherwise, 
as on so many occasions where the film proved negative extraction 
showed gross infection and the patient recovered. I would like to 
quote from a paper by Dr. Russell Hayden, published in the Dental 
Cosmos, read before the Radiological Society of North America on 
Dec. 10, 1924. The experiments were carried out in the Depart- 
ment of Medical Research, Deaner Institute, Kansas City. Cultures 
were made in deep tubes of glucose brain-broth agar. He states: 
“The changes which from the x-ray standpoint are usually con- 
sidered as indicative of infection are all, in fact, evidence of re- 
sistance of the host to the infection. In cases of systemic disease 
arising from chronic foci the very existence of the systemic lesion is 
in itself evidence of lack of resistance to the focal lesion. It is 
logical also to assume that the infected pulpless tooth which shows 
no evidence of infection is a far greater source of danger than one 
which does show definite radiographic evidence. . . . Cultures have 
been made of the apical tissues of 1,307 vital and pulpless teeth 
and the findings compared with the radiograms. Of 490 pulpless 
teeth negative in the radiogram 19% showed from 1 to 10 colonies, 
44% showed 10 or more, and 24% showed over 100 colonies. Of 
425 pulpless teeth with positive radiograms 10% showed from 1 to 
10 colonies, 60% had 10 or more colonies, and 44% showed over 
100 colonies. The incidence of infection is almost as high in the 
radiographic negative group as in the radiographic positive group. 
The absence of radiographic evidence of infection at the apex of a 
pulpless tooth never excludes the presence of active infection. In 
many cases the radiographic negative tooth is a far greater source 
of systemic infection that the radio-positive tooth, since in the former 
there may be little resistance to the infection.” With root infection 
of dead teeth the general belief is that the infection comes from 
the tooth itself. In many cases this is not so, as Rosenow has shown 
that intravenous injections of organisms can and do lodge in the 
pulp of live teeth and set up foci of infection; thus, however care- 
fully teeth are prepared there is always a possibility of their becoming 
infected at some future time from food-borne micro-organisms, and 
so it comes about that any dead tooth is always a source of potential 
danger. Another fallacy is that because a person is not feeling ill 
he is therefore not receiving any injury from an infected tooth. 
Organisms can be poured into the blood stream for years before any 
particular organ or tissue becomes sensitized to that organism, but 
that does not say their bodies are receiving no injury; bacterial 
toxins may be circulating in the blood, causing deterioration of blood 
vessels and cartilages which eventually results in hyperpiesis and 
chronic arthritis long before any symptoms are manifest to the 
individual. One finds that a large proportion of the diseases we 
are called upon to treat are the result of dental infection from 
either gingival or root infection. An eye specialist not long ago 
made the remark that a third of his work resulted from dental 
infection. If we take the fact that x-ray examination is of no value 
in assessing apical infection and that an individual can be receiving 
gross pathological damage from bacterial toxins without showing 
any definite symptoms, we have to ask ourselves the question: Is 
it worth while carrying a dead tooth when the penalties are so great? 
Surely the time has come for the dental profession to give us some 
conclusive evidence as to the usefulness or otherwise of any form 
of treatment in gingival or apical infections. Personally I cannot 
say that I have seen any permanent results, which means that the 
individual is left with a virulent streptococcus entering his blood 
stream. 

Herpes Zoster and Varicella 


Dr. B. H. Symon (London, S.W.8) writes: On Oct. 16 a middle- 
aged woman consulted me with regard to a definite patch of herpes 
zoster round the left side of her waist. The symptoms were 
characteristic. Two days later she sent for me, having developed 
an attack of varicella, also with characteristic symptoms and hard 
palate affected. This would surely imply that the virus of the twe 
diseases is the same. 

Correction 


In Dr. W. W. Shrubshall’s letter (Nov. 10, p. 668) there is a 
small typing error which, though obvious, needs correction. In 
the last line “ overheating ** should of course be ‘ overeating.” 


— 


